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It is only in comparatively recent years, since detachment of the 
retina became other than a hopeless condition, that its varieties 
have been studied. The vast majority of simple detachments are 
characterised by the presence of a hole which is in all probability 
the fons et origo mali. In myopes the hole is most commonly 
horseshoe-shaped and in the upper temporal quadrant, and in 
emmetropes and hypermetropes a disinsertion in the lower 
temporal quadrant of the retina. There is, however, a much rarer 
type in which no hole is present and is, in fact, a cystic detachment 
which is not widely recognised and has only previously been 
reported in single cases by British writers. 

Comment was made by the writer on this subject in the Brit. Jl. 
of Ophthal. of February, 1935, but a description of the condition 
may be repeated. 

The cysts reported hereafter occurred in persons of middle-age. 
The history given was that an opacity was suddenly noticed in 
some part of the nasal field and that this did not later increase 
as is usual in detachments. It seems also that the sensation of 
movement experienced with a billowy detachment does not occur. 
Central vision was unimpaired though a scotoma corresponding 
to the detached area was found. In two patients the condition was 
bilateral. All the cvsts were temporal and extended to the periphery 
of the retina, three being in the upper quadrant and five in the 
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lower. In shape they were somewhat more globular than most 
detachments and the posterior edge was either crenated or smoothly 
curved. The detached area has a peculiarly thin and transparent 
appearance and on careful focusing of the ophthalmoscope light 
presents a finely mottled surface somewhat resembling a honey- 
comb or beaten silver. In some places the light is brightly reflected 
as if from the surface of minute cystic swellings. No hole is 
present. The extreme transparency suggests that the detachment 
occurs not between the external limiting membrane and pigment 
epithelium, but in the nuclear and reticular layers of the retina, 
in the situation of the small cysts so commonly found inthe anterior 
regions of otherwise normal senile retinae. As no case has been 
reported after histological examination, however, this must remain 
a hypothesis, though the fact that the detached area after replace- 
ment fails to regain its function is evidence in its favour. All 
cases were cured by a single diathermy operation and no other 
type of detachment offers so good a prognosis. 

The symptoms, the globular shape and the absence of a hole 
are all suggestive of sarcoma of the choroid, a diagnosis made in 
two of these cases in spite of the transparent appearance of the 
retina, This mistake should not occur if the possibility of retinal 
cyst be considered. 

Whether the condition, if untreated, would spread and involve 
the macula is uncertain, though several large detachments involv- 
ing most of the temporal retina have been seen which at least 
resemble cysts which have spread. Only definite cases are included 
in this report. 

Case 1.—The patient was a surgeon who gave a very reliable 
history. Four cysts occurred, two in each eye. 

Mr. G., aged 57 years. 

In November, 1933, shadow noticed in upper nasal quadrant of 
right field. No increase in size since first noticed. R.V., 6/5. 


Field loss. 

Typical cyst in lower temporal quadrant. Successful diathermy 
operation December 22, 1938.. Central and peripheral vision 
unchanged. 

About March 1, 1934, two shadows seen in nasal fields of left 
eye. L.V., 6/5. Two typical cysts centred at ‘1.30 o’clock”’ 
and ‘'4 o’clock.’? Both were cured by diathermy without change 
of vision. 

Christmas, 1934, a further cyst was found in right eye centred 
about ‘‘9 o’clock.’’ Cured by diathermy. 

Final. condition: Vision in right eye, 6/5; left eye, 6/5 part; 
slight distortion. Field Joss to about 35 degrees on nasal side, 
chiefly above. 
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Case 2.—Mr. S., aged 64 years. 

In February, 1985, the right eye began to feel ‘‘ uncomfortable.” 
In April flashes of light were noticed followed by a shadow which 
did not later increase in size. Cysts were found in both inferior 
temporal quadrants. 

Right vision, 6/5; left vision, 6/5. 

Right cyst cured by diathermy operation. Left not treated. 


Case 3.—L. A. In December, 1933, noticed black moving spot 
with left eye. Vision unaffected, 6/5. 

In March, 1934, cyst found in upper temporal quadrant, pre- 
viously diagnosed as neoplasm. 

Successful diathermy operation in May, 1934. Vision, 6/5. 
Field loss not regained. 
_ Case 4—Mrs. F. November, 1933, noticed small black spot 
with left eye, followed by flashes of light two days later. No 
subsequent increase of size. Vision, 6/5. - 

December, 1933. Typical cyst in inferior temporal quadrant 
cured by diathermy operation. Visual defect remained as before 


operation. 
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Cases of this type in which the cyst is the entire detachment 
have previously been described by Weve and Butler. Other types 
of retinal cysts may be summarised. 

A type of cyst associated with true retinal detachment has been 
described by Weve and Cridland. Here the cyst is probably sub- 
retinal, the surrounding retina being raised from the choroid 
presumably by the growing cyst. A retinal tear is usually present 
in addition. Only one such case has been seen by the writer; it 
occurred in a girl, aged 13 years, and the cyst had ruptured. 

[n passing, other cysts of the retina may be mentioned. Small 
congenital cysts have been described by McCulloch arising from 
the optic disc, and by Stieren in opaque nerve fibres ; degenerative 
cysts from subretinal haemorrhage in Lindau’s disease and in 
probable Coats’ disease by Hine, small cysts at the macula, often 
bilateral, and associated with great disturbance of central vision. 
Finally, there are the small cysts found in the anterior portions 
of the retina of almost all old people, which seem to be of little 
clinical significance. 

My thanks are due to the staff of Moorfields, and, in particular, 
to Mr. Goulden and Mr. Whiting, for the material on which this 
paper is based, 
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THE chalazion, or Meibomian granuloma, is so much a common- 
place of ophthalmic practice that it stands in some danger of 
being treated with an unmerited contempt, born of long familiarity. 
In standard text-books the treatment is usually dismissed in a few 
lines; de minimis non curat lex; but in actual practice the tradi- 
tional operation of incision and curettage is not so invariably 
satisfactory as one is led to suppose. Admittedly, most cases are 
benefited, and the majority cured, by this simple procedure; but 
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there remains a large number of old-standing or complicated cases 
which are not cured by this operation, even when it has been 
repeatedly performed; these folk suffer much inconvenience and 
annoyance, and it is with them that we are especially concerned. 
To effect a permanent and satisfactory cure requires more radical 
treatment ; the reason for this lies in the pathology of the condition. 

Pathology.—Acute inflammation of a Meibomian gland is 
relatively uncommon. It may arise in a previously healthy giand, 
or as a secondary pyogenic infection of a pre-existing chalazion. 
In the former case, suppuration usually takes place rapidly, and 
pus discharges from the pouting orifice of the duct of the affected 
gland. The contents can easily be expressed through the duct, 
and resolution takes place very rapidly. Secondarily infected 
chalazia often show an obvious source of pyogenic infection, 
usually a stye in close proximity on the same lid, or on the other — 
lid at the point of contact. Their treatment will be discussed later. 

The chalazion is a chronic inflammation of a Meibomian gland, 
of unknown origin. It is usually attributed to a low-grade infection 
by an organism of low virulence. There is a desquamative catarrh 
of the affected gland, with some periadenitis. A small solid swelling 
gradually develops, consisting of granulation tissue. This granu- 
loma gradually increases in size, its presence in the lid giving rise to 
a variable amount of fibrosis, so that in the course of several 
weeks or months, if untreated, it may become surrounded by what 
is virtually a capsule of fibrous tissue, from which fibrous septa 
may be extended into the interior of the mass. The centre of 
the granuloma sooner or later breaks down into necrotic débris. 
These two processes—central necrosis and peripheral fibrosis— 
occur side by side, the extent of each change in different cases 
varying very much. There is thus a series of possible end-results ; 
at one end of the series is the traditional ‘‘ Meibomian cyst,”’ a 
thin-walled fibrous sac filled with greenish glairy sterile fluid, 
comparable to a cold abscess; while at the other end of the series, 
if fibrosis has been the predominating factor, the result is a semi- 
solid or solid fibrotic nodule. This nodule has a more or less well 
defined capsule, and consists of interlacing fibrous septa in which 
globules of the glairy fluid may be held much as globules 
of fluid are contained in the fibrous framework of an orange. Any 
intermediate stage between these extremes may be encountered. 

To this basic condition complications are frequently added. 

The infection may spread along the duct of the affected gland, 
and result in a small granuloma of the lid margin ; or it may erode 
through the superficial layers of the tarsal plate, especially in 
the upper lid, forming a swelling beneath the skin, which becomes 
greatly stretched and thinned over it. Secondary infection then 
frequently occurs, and the skin breaks down, with the formation 
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of a sinus. A more common complication is rupture into the con- 
junctival sac, again with the formation of a sinus, from the mouth 
of which masses of granulation tissue may sprout. 

Treatment.—In the uncomplicated case, the first step is to make 
an incision into the chalazion from the conjunctival aspect. The 
incision is made at right angles to the lid margin, throughout 
the whole length of the swelling. Only in the rarest instances 
is it necessary, or justifiable, to make an incision from the skin 
surface of the lid. Transverse or cruciate incisions should never 
be employed ; such wounds heal but slowly, with much fibrosis and 
distortion of the conjunctival aspect of the lid; and it is possible 
that they may result in the development of further chalazia from 
the infection of neighbouring glands whose natural drainage is 
cut off in the subsequent fibrosis. 

Anaesthesia is best achieved by infiltrating the lid with four per 
cent. novocaine ; if the injection is carried well up to the lid margin, 
the operation is quite painless. Cocaine drops may be instilled 
as well, but this is usually unnecessary, and it is perhaps better 
not to have the cornea anaesthetised; a corneal abrasion can 
easily be unwittingly inflicted on a restless patient. If solid 
cocaine is rubbed on to the conjunctiva (the usual custom), and 
novocaine is not employed, only the conjunctiva is anaesthetised ; 
the deeper parts of the lid are still sensitive, and pain is always 
felt. Solid cocaine is better, however, for small children, who 
are usually terrified by a subcutaneous injection. 

Whether a chalazion clamp is employed is a matter of 
personal taste; it is usually rather resented by the patient, but 
it is a great convenience when operating single-handed, and 
offers the advantage of a bloodless field of operation. The site 
of election for the incision is usually shown by a greyish or 
yellowish discolouration of the swelling; failing this, the most 
prominent part of the swelling is chosen. The use of a clamp 
renders small chalazia much more prominent. 

For descriptive purposes, once the incision has been made, one 
of four conditions may be revealed. 

(1) Frank pus is evacuated, if the chalazion has become 
secondarily infected. An abscess cavity remains. If curetting is 
attempted, it should be done very gently, for fear of spreading 
the infection. 

(2) The traditional Meibomian ‘‘cyst’’—a thin-walled sac is 
found, containing thin green fluid, or glairy mucoid material, 
corresponding to a cold abscess. The contents are easily curetted 
away, and these cases heal up rapidly and rarely, if ever, give rise 
to further trouble. 

(3) In some long-standing cases, which arefar from uncommon, 
the contents of the swelling are more or less fibrotic, with fluid 
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interspaces resembling those of an orange. Curetting accomplishes 
little or nothing ; the curette, so to speak, bounces off the swelling. 

(4) In some rare cases the swelling is found to be quite solid 
and fibrotic, with a more or less well-defined fibrous capsule. 

Some of the cases in this group are probably not chalazia at all, 
but adenomata of the Meibomian glands, or even (rarely) gummata ; 
but microscopic section shows that some are true solid fibro- 
granulomata. 

The treatment for these last two types of case is the same. 
Incision and curettage is not enough, even when repeated; a 
fibrotic mass remains in the lid, and each subsequent operation 
achieves nothing and merely adds to the fibrosis. A satisfactory 
and permanent cure can only be obtained by dissection and 
removal of the whole mass. This is not as formidable an under- 
taking as one might expect; the usual incision is quite sufficient ; 
it is carried down until the chalazion has been divided into two 
parts, and these can then be shelled out with comparative ease. 
The subsequent haemorrhage is not, as a rule, much greater than 
after a vigorous curetting. 

After-treatment.—A firm pad is applied to the eye when the 
operation is completed, and the patient sits upright and holds 
the pad firmly to the eye for several minutes. When all the bleeding 
has ceased, the pad is removed and the eye is irrigated with some 
bland lotion. If pus was evacuated from the chalazion, it is, 
perhaps, as well to instil protargol drops; otherwise parolene 
is instilled as a lubricant. The eye is then bandaged for 24 hours. 
The bandage can be dispensed with next day, and the eye is 
bathed twice daily with some simple lotion. Healing is complete 
in about a week. 

Hot bathing is unnecessary, except perhaps in very infected 
cases; it is undesirable, since it tends, if anything, to encourage 
bleeding. 


Complications 


Operative.—If the duct is involved, or there is a granuloma of 
the lid margin, there is always a granuloma of the corresponding 
gland as well, which must be treated along the usual lines. At 
the same time the granuloma of the lid margin must be excised 
or snipped off with scissors, and the duct laid open and curetted. 
If the incision into the chalazion itself is made in the usual way 
(that is, towards the lid margin), it is not easy to bring the knife 
accurately along the corresponding duct; in such cases, therefore, 
it is easier to make the incision backwards, so to speak, by inserting 
the point of the knife into the orifice of the duct, which can usually 
easily be recognised, and completing the incision by cutting away 
from the lid margin. 
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If the chalazion has extended through the tarsal plate and 
formed a swelling beneath the skin, it is usually inadvisable to 
incise it from the skin surface, however tempting it may be to 
do so. The customary incision should be made, and carried right 
through the tarsal plate, as in opening a collar-stud abscess. If 
the chalazion is of the fibrotic type, it should be dissected out ; 
this may entail removing a small portion of the tarsal plate as 
well; no harm results from this procedure, since fibrous tissue is 
laid down when the incision heals; the gap in the tarsal plate is 
filled in, and no deformity at all remains. If the dissection has 
been incomplete, and a fibrotic mass has been left behind beneath 
the skin, this may be excised later through a skin incision; it is 
advisable to wait until all inflammation has subsided before this 
is attempted ; these cases are very liable to secondary infection. 

These chronic chalazia often grow to a very large size, and 
lose their spherical shape, becoming multilocular and apparently 
growing from multiple centres. They ramify in the tissues of the 
lid in all directions. Careful dissection offers the only hope of a 
permanent cure with a good cosmetic result, radical though the 
procedure may seem to be. 

If the chalazion has already ruptured into the conjunctival sac, 
a mass of granulation tissue usually sprouts from the opening. 
This should first be curetted away, or snipped off with scissors; 
the chalazion is then incised and treated in the usual way, the 
incision being directed so as to pass through the sinus. 

At the time of operation it is not infrequently found that many 
of the other Meibomian glands are infected to some extent; mucus 
or mucopus may be expressed from the orifices of the ducts. The 
sepsis may be sufficient to justify the term ‘‘pyorrhoea of the 
lid margin.’’ It seems reasonable to suppose that such cases will 
benefit by the performance of ‘‘ Meibomian massage’’ at intervals 
for a few weeks; that is to say, by inserting a glass rod under 
the lid, and milking the contents of the infected glands towards 
the lid margin, counterpressure being exerted on the outside of the 
lid by the finger. 

Post-operative.—Severe haemorrhage is rare. Occasionally a 
small arterial twig is divided in the course of the operation, and 
bleeds when the pressure of the chalazion clamp is released; this 
can easily be stopped by grasping the bleeding point with a pair 
of small artery forceps, and crushing it. We have only encountered 
two cases of free haemorrhage ; one, a lady of 45 years of age, who 
had a history of copious haemorrhage at previous minor operations ; 
and the other a girl, aged 15 years, who had a secondary haemor- 
rhage on the seventh day following her operation. 

In both cases the haemorrhage was easily controlled by suturing 
the conjunctiva. 
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Summary 


Discussion of the common complications and pathology of the 
chalazion. 

The customary operation of incision and curettage is not 
sufficient to effect a satisfactory permanent cure in long-standing 
or complicated cases; dissection and removal under novocaine 
infiltration anaesthesia is to be preferred. 

Discussion of appropriate treatment for the various complications. 

The author wishes to acknowledge his indebtedness to the 
honorary staff of Moorfields Eye Hospital for the material 
from which this paper has been prepared, and for their unfailing 
kindness and generous assistance at all times; and also to Mr. Law, 
pathologist to the hospital, for his encouragement and advice. 








EXPERIENCES OF A SUFFERER FROM 
WORD-BLINDNESS 


The Brit. JL. OF OPHTHAL: has received the following 
note on the experiences of a patient suffering from word- 
blindness. 





I HAVE been asked to write my experiences of word-blindness. | 
am not sure that I shall be able to convey the daily difficulties 
which this condition causes, partly because one unconsciously 
expects others to understand without explanation and also partly 
owing to the sufferer getting more or less used to the condition 
and consequently failing to analyse it. 

My father and his only brother were both stammerers, their 
three sisters being normal. I had two brothers and a sister 
older than myself and a sister and brother younger than I. The 
governess who started us ‘‘ took no trouble over me,’’ “‘ was bored 
with me because I was so slow,” she told me this some 45 years 
later when I happened to meet her after that interval. Meanwhile, 
she had had a boys’ school. She also volunteered that she knew 
now that she ought to have taken all the more trouble. ‘‘ Reading 
without tears’’ was used for me, but without either of the desired 
results. My brothers and sisters went ahead—while I never got 
properly started. A German governess took her place when I 
was 7 years of age. She tried punishing me for being lazy and 
inattentive—which I am sure I was, for I found reading was so 
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very difficult, almost impossible; the book was a blank and 
conveyed nothing to me and I was so weary with trying to learn 
to read. ‘‘ Dunce,’’ written in large black letters on a white card- 
board hung on my back while I had to sit alone at the side - 
table during luncheon with my back to the room—the butler and 
footman handing food looked on. I felt very foolish and self- 
conscious. I kept peeping round to see how they all took this 
exhibition. 

I was quite sure I was an idiot or feeble-minded. And with 
those awful silent thoughts, I often cried in bed in the dark. 

My mother offered to give me ten shillings if I would read a 
book. I tried to get through ‘‘ Black Beauty.’’ I was devoted to 
horses and this book about a pony attracted me. I worked away 
at it alone and with the governess month after month. I made 
a little ‘‘V’’ on the page to show how far I had got—I never 
finished the book or, of course, received the ten shillings, and 
“Black Beauty’’ is a nightmare to me. 

Governesses came and went. A special one was employed for 
me alone in the hope that concentrated effort in a separate room 
might hasten my reading. 

I was rather good at mental arithmetic and sums, and at these 
I beat my younger sister. Geography was a star turn for me and 
handcraft, and I ‘‘ sewed beautifully.”’ 

Perhaps I was 12 years of age when I started going daily to 
Queen’s College in Harley Street. In the reading class there, 
each girl had to read out loud a paragraph of about two inches of 
rather small print. 

This lesson was simply agony to me, I dreaded it, my heart 
thumped from anxiety. I used to endeavour to sit in the back 
of the room and try to get the girl next to me to read my paragraph 
over to me in my ear, so that when my turn came I should know 
something about this wretched passage. Nevertheless, I made a 
lamentable exhibition of myself and I always failed to get the 
sense of the words I was trying to read. Neither did I ever know 
what the other girls had read, as I was worrying about my turn 
and paragraph. Sometimes this class was small in numbers and 
then I was forced to sit near the mistress—then the girl by my side 
could not help me as she would have been overheard. Just before 
my turn came I would scratch the inside of my nose and, having 
produced some blood, I was allowed to leave the room because 
‘*my nose was bleeding.” 

My mother has since told me that the Principal of Queen’s 
College wrote to her to ask if my eyes were perhaps the cause 
of my difficulty in reading. I was duly seen by our family doctor 
who reported that there was nothing wrong. 
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My mother says I was very sensitive and she had to treat me 
with kid gloves and that I did not easily get over being scolded 
by her, and that I would sulk for hours—so different from my 
sisters who would be in bounding spirits again in two minutes after 
being reprimanded. 

I was 16 years of age when I went to a boarding school in Paris. 
I had great difficulty in reading the history set for prep. The 
Head held the history class in the dining-room—she sat at one 
end and I (as usual) sat at the other end. Madame was very kind 
to me and always threw me a counter (i.e., good mark) for my 
painful and inaudible answer. She made such wonderful good 
shots with those counters. 

Not long after I married, in the course of conversation, my 
youngest brother said to my husband: ‘‘ Oh, so you’ve discovered 
that she cannot read.’’ I can read to myself very slowly, it is a 
physical effort. I tackle The Times daily. I think the shortness of the 
lines helps me, and I do not lose my place and my line quitesooften 
as I do when reading a book. Constantly I have to read the lines 
several times to get the sense. I have to read each word by itself. 
I do not use my lips. Long words I have to spell out and I 
generally fail to appreciate the different syllables of which the 
word is composed. 

I am still very ashamed of my inability to read. I carry this 
dreadful secret always. I live in fear of having to read out some- 
thing. At all costs I must conceal my ignorance—a habit which 
dates from my childhood. 

There is another thing which makes my trouble worse, if I 
simply have to read out something, I get so agitated from a sense 
of fear that the written words hop about and splutter before my 
eyes and after the first paragraph all meaning is lost to me. I have 
an awful sensation of strain in my head. 

I serve on several committees, both in London and in the 
country. Lately I was asked to be Chairman of one of the 
committees. I was very much pressed to take it. I should have 
liked to have been able to do so. Privately I thought the Chairman 
might have to read out loud—and I cannot. I had to refuse. 
It was a miserable and depressing business and I realise I am now 
labelled a sugarer, with no sense of duty, and selfish. 

To change my thoughts I went to the Forum Cinema and 
saw ‘‘ Masquerade in Venice.’’ The spoken conversation was in 
German and it was translated into English on the screen. My 
German having rather atrophied, I tried to read the English, 
but I had not time to finish reading the words before a fresh set 
of remarks had arrived—neither was there time to look at the 
pictures as well. And as I was concentrating on reading, this 
effort shut out the German from my ears. I was done all round, 
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felt flustered, depressed and came away knowing very little at 
all about ‘‘ Masquerade in Venice.”’ 

I am very fond of music and I belong to a choral society. 
We meet once a week and sing old and modern music. I am 
an alto I find reading the words and the music almost impossible— 
for I have not time and cannot keep up with the rest. I have to 
let the words go and learn them by heart at home. 

The same thing applies to hymns. I always sing the alto part, 
but alas! for the words of the hymn. But I have not given up 
trying to include the words, I point my finger to the verse we 
are singing so that the leap my eyes have to take from the music 
to the words should make a good landing. I am very conscious 
of this jump backwards and forwards—music to words and vice 
versa—and the effort it is, and the time it takes. 

I feel a drag on the movement of my eyes to brain. 

My husband and I like playing Patience together, but I have 
to ask him to go slowly for I get swimmy and rattled and fail 
to follow the moves if he plays fast. 

Reading letters is a serious effort, as if reading was not bad 
enough without also having to cope with what is always to me 
an undecipherable hand-writing. 

I write slowly and do not talk very much and cannot speak 
in public—not even to open a bazaar. My husband says cheerfully 
of me: ‘‘ She is a very intelligent woman and a very badly educated 
one.’’ My eldest brother says: ‘‘ Considering how slow she was 
in reading, and backward, it is wonderful how clever she is now; 
and that she always had originality and efficiency and did her 
jobs especially well.”’ 

I have one child, born when I was 40 years of age. At her 
infant school she was considered clever, though slow in reading. 
She has forged ahead. She is now at a University. In the “‘ vac.”’ 
I know she reads about a novel a day. But she tells me that 
when it comes to reading history, she can only read slowly—much 
more so than the other students. 

It has always been a grief to me not being able to read out 
loud to my girl, from her childhood upwards. I often tried. I am 
so morbid about her J see only lions in her ‘path. 

Some years ago when I went to consult one of your Editors and 
having blurted out to him that I could not read, he unfolded 
what was, to me, the new and wonderful story of word-blindness. 


I came away rejoicing. “yn 
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DEFUNCT LONDON EYE HOSPITALS 


BY 
ARNOLD SORSBY 


LONDON 


SPEAKING of ophthalmic hospitals and schools in England, 
William White Cooper related in 1857, before the First Inter- 
national Ophthalmological Congress,! that of the then existing 
eye hospitals in London two were founded in 1804: The Royal 
Infirmary for Diseases of the Eye, established by Mr. Wathen, 
oculist to George III, and Moorfields, by John Cunningham 
Saunders. An editorial in the Ophthalmic Review for 1866? speaks 
of six eye institutions in London, apart from seven ophthalmic 
departments in some of the larger general hospitals. Presumably 
the Royal Infirmary, Cork Street, must have been the sixth of 
the ophthalmic institutions, as the five eye hospitals existing today 
were all founded before 1866—the Royal Westminster Ophthalmic 
Hospital in 1816, by George James Guthrie; the Central London 
Ophthalmic Hospital in 18438, by Alfred Smee; the Western 
Ophthalmic Hospital (? by Henry Obré) in 1856 and the Royal 
Eye Hospital in 1857, by John Zachariah Laurence. Though one 
of the six was destined to disappear before another five years this 
group represented the hardy survivors of a much larger brood. 
A search in the library of the Royal College of Surgeons revealed 
a record of the existence of something approaching an eye hospital 
as early as 1771, whilst the Medical Directories from 1845 onwards 
bear witness to a large number in existence between 1845 and 
1865, and to three unsuccessful attempts at the formation of new 
eye hospitals later on. Some of the defunct eye hospitals were 
ephemeral, but this can hardly be said of the Western Ophthalmic 
Institution, which existed for about 10 years, or the West London 
and Chelsea Infirmary for Diseases of the Eye, and certainly not 
of the North London Infirmary with its life of about 20 years and 
its brilliant staff. 


ST. JOHN’s HospiTaL FoR DISEASES OF THE EvYES, 
Lecs AND BREASTS, 


Holborn. 


William Rowley, in his Treatise of the Principal Diseases of 
the Eye, London, 1778, states in his Address to the Reader 
(pp. 1-2) that his work ‘‘not only comprehends the general 
practice of both ancients and moderns, but likewise new observa- 
tions arising from many years close attention to practical facts; 
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particularly these last two years at an hospital opened for the 


relief of persons affected with these and other diseases. [A footnote 


gives the name as the St. John’s Hospital for Disease of the Eyes, 


Legs and Breast.] Though this charity did not meet with that 


success which 1 could have wished, it furnished me with great 


opportunities to make the justest observations on practice, having 
commonly between four and five hundred objects under my care.’”’ 


From the introduction in the Treatise on one hundred and 
eighteen principal diseases of the Eyes and Eyelids, published in 


1790 under his name, it would appear that the hospital of 1771 


did not prosper (p. xxxii), for he states: ‘* The strongest argument 


I can bring . . . are facts, under my care at the Hospital. Here 
may be seen many living witnesses.’’ A footnote adds: ‘‘ At an 


Hospital I superintended about eighteen years ago; the same may 
now be observed at the St. Mary-le-Bone Infirmary, to which 


I am physician. . .”’ 

]t would, therefore, appear that the St. John’s Hospital lasted 
for about two years—1771-3. Its objects were set out in a four-page 
pamphlet—a copy of which, undated, is preserved in the library 


of the Royal College of Surgeons.’ 


Pian of Sc. John’s Hospital, in Holborn, for Diseases of the Eyes, Legs, 
Breasts, and otber Cases in Surgery, etc., under the Direction of Mr. 


Row .ey, Surgeon, supported by Voluntary Contributions. 


To give a just idea of the necessity and utility of this extensive charity, it 
will be necessary to inform the public of the liberal principles by which it is 
conducted. 

This hospital is open the greatest part of the day for al) the poor who are 
afflicted in the above, or other diseases which can be relieved without rest. 
They are admitted as patients without any recommendation but their distresses, 
and have medicines, or any other assistance necessary, at the hospital expense. 

The necessity of such a charity will appear evident when we reflect, that 
other hospitals admit patients only one day in the week, and it is then 
uncertain whether many poor patients gain admittance, owing to the multi- 
plicity of business. By being disappointed, a disease may become dangerous 
before the next day of admittance; but these ill consequences are often 
prevented, by the poor having this place to apply to during the whole day, and 
any day in the week, where immediate assistance is given, The reason the 
poor are admitted to partake of this charity without recommendation is to 
prevent loss of time, a circumstance of considerable consequence to the 
industrious poor, their families (if they have any) and the community in general. 
Indeed poverty and sickness are, at all times, a sufficient recommendation for 
the afflicted to excite benevolence in every humane mind; and the less trouble 
_ give a poor sick person in obtaining relief, so much more noble must be our 
charity. 

rie and ulcers of the legs happen more frequently in England than any 
other part of the world, and have ever resisted all the common methods of cure. 
Diseases of the eyes have not been much attended to by regular practitioners, 
from which cause many have fell victims to the ignorant.and enterprising 
impositions of Quacks, Diseases of the breasts have been likewise neglected, 
and the fraudulent and cruel practices of pretenders in this branch is really 
alarming. To obviate these difficulties, Mr. Rowley has applied many years 
to make improvements in these branches, and his discoveries have been com- 
municated without reserve for the service of the public, in an essay on the cure 
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of ulcerated legs without rest, illustrated by a great number of cases; in a 
Treatise on the inflammation and other diseases of the eyes, with new and 
improved methods of cure; and in a Treatise on the diseases of the breasts of 
women during lying-in, with a method of preventing and curing the cancerous 
and other indurations * In order that all the poor might be relieved by these 
improved and mild methods, this hospital was instituted, to rescue the unfor- 
tunate poor from the many cruel practices used by Quacks i in some of the above 
diseases, by some gentlemen of rank, and others who have been eye-witnesses 
of several remarkable cures performed by the above methods. The great 
number who now apply from every part of this metropolis, and likewise from 
the most distant parts of the country is a striking instance of the utility of this 
charity, there being between three and four hundred poor objects always 
under cure. This great concourse of patients has considerably augmented the 
expenses, and it is hoped, the Public will generously assist in supporting a 
charity so evidently useful. 

Great numbers of old ulcerated legs, which had resisted every other method 
for years, have been cured at this hospital, and the poor patients kept to their 
daily labour; many poor women labouring under that dreadful disease the 
cancer, and other diseases of the breasts, have been cured, or have had such 
relief, as to make their lives under such unhappy disorders less burthensome ; 
it is hoped the ladies will warmly interest themselves in their favour. There 
have been many restored to sight from total blindness by Mr. Rowley’s 
improved method of operating for the cataract, and in blindness, arising from 
other causes. These facts will appear by the hospital books, which are always 
open for the examination of subscribers, who may likewise inspect into the 
progress of cures constantly performing at the hospital. 

Mr. Rowley begs leave to inform the public, that he attends the duties of 
this hospital from an earnest desire of proving serviceable to the poor objects 
who apply; he will be happy, beyond expression, if the charity meets with a 
generous support from the public, as its usefulness might be still farther 
extended. But Mr. Rowley makes.no doubt, that when the merits of this 
unconfined charity are more known, it will meet with encouragement equal 
to its utility. 

Subscriptions and Benefactions are received at Messrs. Crofts, Hart, Bakwell 
and Co., Bankers, Pall Mall; and at Mr, Newbery’s, the corner of St. Paul's 
Churchyard. And any further particulars may be known by applying to 
Mr. Rowley, Surgeon, in St. James’s Street. At the above places plans of the 
charity may be had. 

Mr. Rowley’s hour of attendance at the hospital is at twelve o'clock every 
day, where he remains till all the duty of the hospital is finished. And the 
other part of the day the house surgeon attends, and administérs relief to all 
who apply. 

It will be esteemed a great favour, if those Gentlemen or Ladies who 
become annual subscribers, would signify such intention by a line, either to 
Mr. Rowley, or the other places, that they may be regularly acquainted every 
quarter with the state of the charity, which will be conducted by a committee 
of gentlemen. 


William Rowley, M.D., L.R.C.P., was a prolific writer. Munk‘ 
lists no fewer than 22 of his writings. ‘‘ His writings . . . are most 
of them popular in style, addressed to the public rather than to 
the profession, and were calculated to promote his own private 
interests. ... They have long fallen into complete and deserved 
oblivion. Neither his character nor career were of a kind we 
delight to dwell on.’ 

Rowley’s writings cover a vast range of medical subjects. Of 
ophthalmological interest, apart from the two volumes already 





**The books are published by F. Newbery, at the corner of St. Paul's Churchyard; and 
J. Ridley, in St. James’s Street. 
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mentioned is also An Essay on the Ophthalmia . . . with improve- 
ments in the method of cure, London, 17738. His books are full 
of extraordinary cures and endless exhortations against quacks. 

Of greatest interest is his ophthalmic volume of 1790. It 
approaches a systematic survey of the ophthalmology of the day, 
and was considered good enough to be translated into German. 
None the less, it was nothing but a faulty translation from Jacob 
Plenck’s Doctrina de Morbis Oculorum, published in Latin in 
1777, and of which a German translation had already appeared. 
A very thin veneer was apparently enough to hide the plagiarism 
from his contemporaries. It was exposed in 1862 and more fully 
in 1910,5 though Mackenzie in his book of 1830° speaks of ‘‘ Plenck 
and his plagiarist Rowley.’’ As a plagiarist Rowley had a much 
shorter run than his predecessor, Sir William Read.’ In spite 
of his plagiarism of a foreign author, Rowley, in his introduction, 
holds forth against ‘‘the many impositions of foreign oculists 
and other, to the disgrace of all learning.’”® 


RoyaL INFIRMARY FOR DISEASES OF THE EYE. 


Cork Street, Burlington Gardens. 


According to Cooper, The Royal Infirmary for Diseases of the 
Eye, which was founded in 1804, came into existence under Royal 
patronage, because [Jonathan] Wathen, then oculist to George III, 
drew the King’s attention to the sad plight of soldiers and sailors 
in the Egyptian campaigns blinded from purulent ophthalmia, 
and obtained Royal support for his scheme. Cooper added that 
the Infirmary, situated in Cork Street, ‘‘ always remained a rather 
private institution, Mr. Alexander having had sole charge of it 
for a number of years.’’ 

In the Medical Directory for 1846, the Institution appears as 
Royal Infirmary for Diseases of the Eye, Cork Mews, Cork 
Street. Instituted 1804. Surgeon, Henry Alexander, Esq. 
Assistant Surgeon, Charles Alexander, Esq. Both Henry 
Alexander and Charles Alexander appear as practising from 6, 
Cork Street; both are described as Surgeon-Oculist. Henry 
Alexander is given as M.R.C.S. January 18, 1805, F.R.C.S.(Hon.) 
1844, Surgeon to the Cork Street Eye Dispensary ; Oculist to Her 
Majesty the Queen, and Charles Alexander as M.R.C.S. 1840, 
Assistant Surgeon to the Cork Street Eye Infirmary. It will be 
noted that the institution is named differently in the three entries. 
Entries under Henry Alexander in the biographical section con- 
tinue till 1859; in 1855, and subsequently, he is described as 
Consulting Surgeon to the Institution, whilst entries under Charles 
Alexander continue till 1871, describing him as Surgeon to the 
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Institution. The vacancy caused by the retirement of Henry 
Alexander does not appear to have been filled, Charles Alexander 
continuing as sole surgeon. The Royal Infirmary for Diseases 
of the Eye disappears from the list of hospitals in the Directory 
in the same year as the name of Charles Alexander ceases to appear 
(1872). 

The Infirmary, opening in 1804 under Royal patronage, there- 
fore came to an end as a decayed semi-private Institution after 67 
years. Of the three names that appear during its history, Wathen 
and the two Alexanders, only the first is known to the 
bibliographer. The little that is known of him is given in James’ 
Studies.® 

Only indirect information on this Institution is now available. 
For a time it was apparently ‘‘the most important and popular 
of the London Charitable Eye Institutions,’’ if the report of 
Walther, a German visitor in 1831,” is to be believed. The follow- 
ing extract is of interest for its description of Henry Alexander 
and his work :— 


‘‘The first, and, in the common estimation, the best oculist now alive in 
London, is Mr. H. Alexander. He was formerly the pupil, and for many years 
the assistant of Phipps, who, after having practised, as an oculist for a long 
space of time with success and celebrity, retired while yet a hale and hearty 
man, was raised to the dignity of a baronet, married an extremely rich lady, 
grew up entirely with the nobility, and left as a legacy to his assistant a most 
capital practice. 

Even the external appearance and the whole demeanour of Alexander are 
significant of sudden elevation from an inferior station, without scientific 
instruction. Medicine and surgery he appears never to have studied. With 
the lessons of his master merely, has he become a bustling, clever oculist. 
As such he not only commands a very extensive private practice, embracing as 
widely the genteel part of the community as the middle ranks, but he has also 
the care, almost exclusively, of the most important and popular of the London 
Charitable Eye Institutions, namely, the Royal Infirmary for the Diseases of 
the Eye, in Cork Street. It is true that Sir H. Halford and somé other 
gentlemen are connected as consultants, with the infirmary; but their appoint- 
ment is merely nominal, and the whole business is managed by Mr. Alexander, 
without assistant or clerk. The name ‘Royal Infirmary’ signifies, as with 
other of the London Institutions, nothing farther than that the office-bearers 
have chosen the king as patron. The infirmary is entirely poli-clinical, and 
comprised in a very confined set of rooms. Mr. Alexander gives gratuitous 
advice thrice a week, to from 300 to 400 patients. This occupies him two or 
three hours. 

Wondrous is the activity with which. in this proportionally short time, Mr. 
Alexander examines so great a number of patients, determines the diagnosis of 
their diseases, single-handed enters them in the journal, prescribes for them, 
dispenses himself most of the internal medicines, performs operations of more 
or less importance on the eye, and maintains, amidst such a crowd, the 
necessary degree of police. To solve this difficult, comprehensive, and com- 
plicated problem, it is so arranged, that the small consultation-room, which is 
lighted by a sky-light, is connected with the waiting-room by two doors, 
through one of which the patients enter, while through the other they retire. 
In the consultation-room is a very convenient arm-chair, the back of which 
presents a soft hollow space for the reception of the patient’s head. In this 

_chair the patient immediately places himsclf on his entrance (or the nurse does, 
if the patient be a child); and as quickly must he vacate his seat, when he is 
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dispatched about his business, and remove himself through the door of exit. 
In the consultation-room stand several barrels full of fluid medicines, eye-waters 
of different sorts. From these Mr. Alexander taps, as he speaks to the patient, 
and measures, by his eye, the necessary quantities into the bottles which the 
patient brings with him, at the same time putting into the patient's hand a 
printed paper of directions. These directions are occasionally full and par- 
ticular. Those for ophthalmia neonatorum appeared very proper, and were 
well put together. 

Except this ophthalmia, Mr. Alexander regards all the other inflammations 
of the eye in children as scrofulous. In adults, he appears to know only three 
ophthalmiae, viz., iritis, xerophthalmia and psorophthalmia. Under this last 
are comprehended in London almost all inflammations of the eyelids, with 
slight affections of the eye-ball, catarrhal rheumatic inflammations of a serous, 
mucous, puriform kind, with or without granulations and growths on the lining 
membrane of the lids. Xerophthalmia, again, comprehends these more deeply- 
seated affections of the eye-ball; not, perhaps distinctly inflammatory; often 
more of a congestive nature, and sometimes subamaurotic. The diagnosis of 
the ophthalmiae in England extends no farther than the distinguishing of 
these few varieties. 

Xerophthalmia, as it is called,-arises chiefly from long-continued straining of 
the eyes by candle-light. It is treated with local bleedings, purges, cooling 
lotions, and opiates taken at bed-time. In iritis, calomel and cupping on the 
temples, are prescribed. In psorophthalmia and strumous inflammations of 
the eyes, especially if there be fulness of the vessels, with slight swelling of 
the lining membrane of the lids, Mr. Alexander scarifies the conjunctiva with 
pretty long incisions. Mr. Alexander introduces red precipitate salve with a 
spatula between the eyeball and the upper eyelid, at the outer angle. Vinum 
opii he pours upon the eye with a little spoon; he employs alum-water 
abundantly ; and uses as an escharotic the solid sulphate of copper. 

Mr. Alexander says, that he has cured blenorrhoea of the lacrymal sac by 
means of frequent, long-continued pressure of the contents of the sac through 
the nasal canal. 

The operation for cataract, which he generally prefers is extraction, and his 
procedure has several pecularities. The patient sits in the arm-chair already 
noticed, the head being bent considerably back, and pressed against the hollow 
space forming the top of the chair-back. This the operator manages himself, 
while standing behind the patient. With the thumb and forefinger of the hand 
which is disengaged, he fixes the edge of the upper and under eyelids towards 
the nose, pressing them against the margins of the orbit, and thus keeping the 
eyelids open. This was accomplished, as it seemed to us, with considerable 
security. The section of the cornea was made with Wenzel’'s knife, in the 
direction upwards and somewhat outwards. In this part of the business, the 
operator went somewhat slowly to work, tarrying long with the knife in the 
anterior chamber, pressing the instrument on with pauses, during which he 
addressed himself to the patient exhorting him to quietness, and receiving 
from him pretty full replies. To divide the capsule, Mr. A. makes use of a 
hook with a sharp point, made of gold, and contrived by Phipps. He enters 
this hook with great steadiness, pushing it through the pupil into the posterior 
chamber, driving its point far behind the iris towards the nasal angle of the 
eye, drawing it across towards the temple, and so effecting a horizontal rent 
of the capsule. With moderate pressure on the eyeball, the lens escaped whole 
and entire. We saw Mr. A. perform several extractions in this way, with 
complete success. The cases, indeed, were of the most favourable sort: pure, 
hard, lenticular cataracts, of moderate size, without any opacity of the capsule, 
in old, very composed subjects, with large anterior chambers, and ordinary 
prominence of the eyeballs. After all, however, the technical skill of Mr. A. 
is very great, and he must unquestionably be ranked amongst the best of 
operators. Whether he be one of the best and most intelligent oculists is 
another question. The operation being finished, he lays a wet linen compress 
over the closed.eye, and fastens this with a roller. 

Whether there be any one in London besides Mr. Alexander possessing a 
real taste for eye-operations, we might almost doubt. We saw performed by 
other hands, only one very successful operation on the eye.”’ 
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This account is not too flattering, but is more favourable than 
the opinion expressed by the same writer on Moorfields and the 
Royal Westminster Ophthalmic Hospital. 

Henry Alexander comes in for unfavourable comment in a 
review in the Lancet of a book on Cataract Extraction, dedicated 
by its author (Charles Loudon) to Alexander ‘‘ as a mark of respect 
for his high professional talents.’’ The reviewer comments: ‘‘ No 
professional talents, however high, can entitle a man to respect, 
so long as he seeks to support his reputation by illiberality and 
secresy, conduct utterly at variance with the character of the 
scientific man.’’ John Cunningham Saunders and Sir William 
Adams are tarred with the same brush and the reviewer concludes 
by saying: ‘‘ Mr. Alexander was brought up in the same school 
and has shown that he is a faithful pupil of such a master. Can 
the present, or future, generation ever respect such men ?”’ (Lancet, 
Vol. XI, p. 112, 1827.) 

James Wardrop in the somewhat scandalous and anonymously 
published ‘‘ Intercepted Letters’’ is also not flattering to Alexander 
‘*. , . that poor creature Alexander, whose character. has been 
so well delineated by the German traveller.’’ (Lancet, 1833-4, 
Vol. I, p. 188.) 

It should be added that ‘‘the-German traveller’’ appears to 
have been wrong on Alexander’s training. Alexander qualified 
M.R.C.S. in 1805; he was elected F.R.C.S. in 1844. Moreover, 
he was elected F.R.S. in 1847. He was a member of the Council 
of the Royal Medico-Chirurgical Society in 1840, and Vice- 
President in 1850. He died, aged 76 years, on January 17, 1859. 
He does not appear to have published anything and the reasons 
for his election to the Fellowship of the Royal College of Surgeons 
and to that of the Royal Society can only be conjectured. The 
Medical Circular for 1852 (p. 47), in a series of biographical 
notices, speaks of him as being well known as an oculist. He 
‘‘was nominated an honorary fellow (of the College of Surgeons) 
in 1844—a distinction he in all probability received in consequence 
of his appointment as Oculist to her Majesty. Although holding 
this distinguished position, Mr. Alexander is not remarkable for 
his scientific labours, nor has he, so far as we know, ventured 
to commit to writing the results of his experience in the treatment 
of the class of disease to whose relief his life has been devoted. 
He is much respected by the circle in which he moves; but he is 
likely to leave the science of his profession in the state in which 
he found it.”’ 

On his death the Medical Times and Gazette (1859, Vol. I, p. 
115) spoke of his dexterity as an operator for cataract, mentioning 
_that he had operated successfully on the Duke of Sussex. It is 
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further stated that he succeeded to the practice of Sir Wathen 
Waller. 

Charles Reeves Alexander was the son of Henry Alexander. 
He was educated at Eton and qualified M.R.C.S. in 1840. His 
name appears in the list of members of the Royal Medico- 
Chirurgical Society. He died on September 9, 1871. He does 
not appear to have contributed to ophthalmic literature, but he 
constructed a number of chess problems.” - 

Henry Alexander was undoubtedly the pivot of the Royal 
Infirmary for Diseases of the Eye. When he became attached 
to it is not known, nor is the manner of his appointment to it 
at all clear. According to Cooper, Wathen founded the Institution 
in 1804; Walther, ‘‘the German traveller,’’ states that Alexander 
took over his practice from Phipps who had become a baronet, 
whilst the obituary notice in the Medical Times and Gazette states 
that he succeeded to the practice of Sir Wathen Waller, Actually 
Phipps and Sir Wathen Waller (1769-1853) are the same person, 
Phipps having adopted the family name of his maternal grand- 
mother, Anne Waller, in 1814, and being created a baronet in 
1815. According to James, Phipps was the grandson of Jonathan 
‘Wathen’s ‘‘former wife,’? mentioned in his will. As Jonathan 
Wathen died in 1808 in his 80th year, it is unlikely that he worked 
actively in the Infirmary established in 1804. It is more probable 
that Phipps, his step-grandson, was the active surgeon there, and 
that Alexander succeeded him. 

Reconstructing the history of the Infirmary it would appear 
that it was founded in 1804 on the initiative of Jonathan Wathen ; 
that his step-grandson, Jonathan Wathen Phipps, subsequently 
Sir Wathen Waller, was its first surgeon ; that Henry Alexander 
succeeded him at a date unknown, and finally Charles R. Alexander 
joined it sometime between 1840 and 1846, becoming the sole and 
last surgeon on the retirement of his father in 1855. 

The founding of the Infirmary caused some feeling in London. 
Saunders had launched his scheme for an Eye and Ear Infirmary 
in 1804; before he could realise it the Royal Infirmary was 
established by Wathen. Saunders, apprehensive of the impression 
that his own institution would be regarded by the public as the 
copy and not the original, ‘‘immediately claimed by public 
advertisement, which were never answered the priority of (his) 
proposal.’’ (Lancet, Vol. XI, p. 115, 1827.) According to Treacher 
Collins.“ a meeting of the life Governors and subscribers of the 
Royal Infirmary decided on the death of Charles Alexander to 
close the institution and to hand over the balance of its funds to 
Moorfields, which ultimately received £200 and elected three of 
the Committee of the old Infirmary as life Governors, one of them 
being a relative of Charles Alexander. 





SIR JONATHAN WATHEN WALLER 
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OPHTHALMIC INSTITUTION FOR THE CURE OF CATARACT. 
ROYAL INFIRMARY FOR CATARACT. 


John Stevenson (1778-1846 ?), M.R.C.S. (1807), was a pupil of 
John Cunningham Saunders, the founder of Moorfields. After 
Saunders’ death in 1810, he returned from Nottingham, where 
he had settled, to practise in London as oculist and aurist. He 
was a vOluminous writer on cataract and his various treatises show 
that he held appointmenis at the Royal Household. In 1813 
he describes himself as Oculist and Aurist to the Princess of 
Wales; in 1821!%-as Surgeon, Oculist and Aurist to the Duke 
of York and to Prince Leopold of Saxe-Coburg (subsequently 
Leopold I of Belgium). A treatise of 1824! is dedicated to the 
King, whilst in a publication of 1839 he describes himself as 
Surgeon-Oculist to his late Majesty and other members of the 
Royal Household. 

in an article on cataract published in 1823 (Edin. Med. and 
Surg. Jl., Vol. XIX, p. 519) he speaks of his Institute for the 
Cure of Cataract. This is also mentioned in his Nature and 
Symptoms of Cataract, London, 1824 (p. 186). From the context 
it is clear that he operated on his cases as out-patients. According - 
to the Dictionary of National Biography he founded the Roya} 
infirmary for Cataract at 18, Little Portland Street, Cavendish 
Square, in 1830. In his Cataract, its Nature, Symptoms and Cure, 
London, 1839, he states that George IV, as well as the late King 
and several other members of the Royal Family, graciously con- 
descended to patronise the ‘‘ Infirmary for Cataract,’’ founded 
and superintended by the author. In Throat Deafness, London, 
1843, he describes himself as ‘‘ many years Surgeon to the Royal 
Infirmary for Cataract.’ 

He claimed that by his ‘‘ absorbent practice’? he could treat 
cataract at an earlier stage than extraction or couching compelled. 
Apparently he broke up the lens in order to let it be absorbed. 

When the Infirmary for Cataract was actually founded and 
when it ceased to exist is not known, nor can Stevenson be traced 
after 1846. 


It is more than likely that other partial or full ophthalmic 
institutions rose and vanished between 1804 and 1845—the year 
in which the Medical Directory made its first appearance and in 
its annual issues preserved the record of the ephemeral existence 
of the many that arose between 1845 and about 1860. As the search 
for biographical information on institutions and individuals of 
the first half of thé past century offers exceptional difficulties 
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owing to the absence of a systematic periodical literature, it is 
difficult to assess the relative significance of the hectic activities 
between 1845 and 1860 in the development of eye hospitals during 
the 19th century. How hectic that activity was the following 
notes show. 


WESTERN OPHTHALMIC INSTITUTION, 


High Street, Bloomsbury. 


This institution appears only in the Directories for 1848 and 
1849. The entry for 1848 is: 

Established 1839. 

Physician: Charles J. Hare. 

Consulting Surgeon: R. Quain, Esq.,_F.R.S. 

Surgeon: H. Burford Norman. 

The entry for 1849 is identical except for the addition of the 
name of James Alexander as a Surgeon. 

H. Burford Norman (1819-1900) studied at University College, 
qualifying M.R.C.S. in 1841; L.S.A. the same year and becoming 
F.R.C.S. in 1846. He was unsuccessful against Erichsen in a 
contest for an assistant surgeoncy at University College Hospital 
in 1848. His one ophthalmological publication—A case of chronic 
inflammation with relaxation of the lacrymal sac'’—shows that 
in the same year he was Surgeon to the Western Ophthalmic 
Institution and to the St. Marylebone and Blenheim Street Dis- 
pensaries. By 1850 his name appears amongst the staff of the 
North London Infirmary for Diseases of the Eye, and continues 
to do so till 1855. He appears to have resigned all his appoint- 
ments at that time, apparently for reasons of health, and in 1858 
settled in Southsea, gaining election to the surgical staff of the 
Royal Portsmouth Hospital in 1861. He was one of the principal 
founders, and also Consulting Surgeon, of the Portsmouth and 
South Hants. Eye and Ear Infirmary. In his London days he 
had been President of the Harveian Society. 

James Alexander qualified M.R.C.S. in 1841 and F.R.C.S. 
in 1851. He died about 1894. Apart from the fact that he practised 
at different times in different parts of the country nothing is known 
about him. 

The Western Ophthalmic Institution appears to have existed 
for 10 years. 

Charles Hare and Richard Quain were University College 
Hospital worthies. Hare was subsequently Professor of Clinical 
Medicine there, whilst Quain had already achieved high distinction 
at the time in question. 
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NorTH LONDON OPHTHALMIC INSTITUTION, 
New Road. 


NorTH LONDON INFIRMARY FOR DISEASES OF THE EYE, 
31, Charlotte Street, Portland Place. 


From the first Annual Report published in 18434 it appears 
that the institution was opened on January 3, 1842. It was 
situated ‘‘nearly opposite Trinity Church’’ in New Road, with 
the entrance in No. 27, Buckingham Place. The rules laid down 
that the institution was to be open daily. The Duke of Sussex 
was the Patron and it had an influential Committee. The physician 
was Dr. Twining and the Surgeons William White Cooper and 
Holmes Coote. Sir Benjamin Collins Brodie, Bart., F.R.S., and 
Professor Owen figured amongst the Vice-Presidents. The 
physician and the two surgeons appear to have interested their 
influential relatives. Richard Twining, Senior, F.R.S., R. H. 
Coote and W. Wellington Cooper served on the Committee of 
management, the treasurer being Richard Twining, Junior, and 
the Bankers Messrs. Twining of 215, Strand. 

During the first year 310 patients were seen. Though there 
were no beds, 11 operations—including two cataract operations— 
were performed, nine of which ranked as successful; several 
operations for cataract had to be deferred owing to the absence 
of beds. The total expenditure was £151 5s. 1d., leaving a balance 
of £55 17s. 11d. of income over expenditure. In the report it 
was anticipated that the institution would grow rapidly, for it 
served a district of several hundred thousand persons and probably 
a third of the metropolis where no suitable institution was avail- 
able. It was announced that a full course of lectures on the 
anatomy, physiology, surgery and diseases of the eye would be 
delivered in the ensuing spring and summer, Mr. Dalrymple, 
whose appointment as consulting surgeon was proposed, under- 
taking the anatomy department. 

The course of lectures announced appears to have been held in 
1843, Dalrymple, Twining, Coote and Cooper giving the 
instruction, An introductory lecture by Cooper is extant.’ This 
lecture breathes the same optimism as the first annual report, 
Cooper speaking of the institution—which he conceived and 
carried through with the help of his colleagues, Dr. Twining and 
Mr. Coote—as bidding ‘‘ fair to be . . . one of the most useful 
charities of the metropolis.”’ 

The Medical Directory of 1846 shows the same staff with the 
addition of Osbert Cundy; the subsequent 13 vears show a con- 
siderable number of changes. In 1847 the name of G. D. Pollock 
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appears as Surgeon, and that of John Pyle as Assistant Surgeon. 
In 1849 the name of the institution was changed to the North 
London Infirmary for Diseases of the Eye, with 31, Charlotte 
Street, Portland Place, as the address. The name of J. F. Crookes 
appears amongst the surgeons, but Coote and Cundy are missing. 
Crookes’ name is replaced by that of H. B. Norman in 1850. 
Mitchell Henry appears as additional surgeon in 1854. Pollock 
and Norman are replaced by T. Holmes and G. W. Callender in 
1856. Pyle is missing in 1859, but the names of W. H. Flower 
and E. Hart appear instead. The entries for 1860—64 are 
reprints, no new returns having been furnished. No subsequent 
entries appear in the Directory. 

The following information on the working of the Infirmary is 
available :— 

Number of out-patients for 1852: 2,339.. 

Number of in-patients for year ending July, 1852: 19. 

Income expenditure : £156. 

(The returns for the Central London Ophthalmic Hospital for 
the same year were :—Out-patients, 2,853; number of beds, 6; 
income about £200."") 

John Dalrymple (1803-52) of Dalrymple’s sign fame, M.R.C.S. 
1827, F.R.C.S. 1843, F.R.S. 1850, joined the staff of Moorfields 
in 1832, becoming full surgeon in 1843. His presence as Con- 
sulting Surgeon at the North London Infirmary probably helped 
to attract the able staff that served it. 

William Twining (1803-48), M.D., L.R.C.P., 1840, was the 
author of a book on Cretinism. 

William White Cooper (1816-86), M.R.C.S. 1838, F.R.C.S. 
1845, subsequently to founding the North London Ophthalmic 
Institution, became Ophthalmic Surgeon to St. Mary’s Hospital. 
It was he who read before the First International Ophthalmic 
. Congress the report on Ophthalmological Institutions in England 
already mentioned. On the decease of Henry Alexander in 1859, 
he was appointed Surgeon-Oculist to Queen Victoria. He was 
designated Knight Batchelor on May 29, 1886, but died three 
days later without having been dubbed. He was one of the original 
members of the Ophthalmogical Society. His Wounds and 
Injuries of the Eye (London, 1859) was the first monograph on the 
subject in English. He supported Augustin Pritchard’s teaching 
on excision as a prophylactic measure for svmpathetic ophthalmia. 

Holmes Coote (1815-72), M.R.C.S. 1838, F.R.C.S. 1840, became 
Assistant Surgeon to St. Bartholomew’s Hospital in 1854, but 
retained his interest in ophthalmology. He was never in easy 
circumstances, nor attained much practice, and his widow was 
granted a pension from the Civil List. 

Osbert Fishlake Cundy (1818-97), M.R.C.S. 1841, L.S.A. 1847, 
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F.R.C.S. 1844, was a pupil of Sir Benjamin Brodie. He was at 
one time Surgeon to the Pimlico Hospital and seems to have been 
in general practice. 

George David Pollock (1817-97), M.R.C.S. 1840, F.R.C.S. 
1846, was the second son of Field-Marshall Sir George Pollock, 
Bart., and a nephew of Sir Frederick Pollock, Chief Baron of the 
Exchequer and of Sir David Pollock, President of the High Court 
in India. He was elected Assistant Surgeon to St. George’s 
Hospital in 1846, taking over the ophthalmic cases when Tatum 
retired, but still retaining his interests as a general surgeon and 
anatomist. On the founding of the Hospital for Sick Children 
at Great Ormond Street he was appointed Surgeon, and he was 
especially interested there in cleft palate operations. Along with 
Campbell de Morgan, and as President of the Association of 
Fellows, he headed a reform movement at the Royal College of 
Surgeons, refusing, however, to stand for the Council on the 
ground that it was invidious to require a man in high position to 
be backed as a candidate by the signatures of Fellows. When 
in the last year of his life he finally did stand, he was defeated. 
He was President of the Royal Medico-Chirurgical Society in 1886 
and of the Pathological Society in 1875, and Surgeon to the Prince 
of Wales. 

John Pyie (1804-72), M.R.C.S.: 1836, F.R.C.S. 1852, was a 
student at St. George’s Hospital. 

John Farrar Crookes (1811-92), M.R.C.S. 1833, F.R.C.S. 1843, 
was a Justice of Peace and at one time senior surgeon to the 
Farringdon General Dispensary. He was one of the original 300 
Fellows of the Royal College of Surgeons. 

Henry Burford Norman has been dealt with under the Western 
Ophthalmic Institution. 

Mitchell Henry (1826-1910), M.R.C.S. 1847, F.R.C.S. 1854, 
was elected Assistant Surgeon to the Middlesex Hospital in 1857, 
becoming full surgeon a year later, but abandoned medicine in 
1862 to become a partner in his family firm of A. & S. Henry, 
merchants and general warehousemen, of Manchester and Hudders- 
field. He entered Parliament in 1871, after three unsuccessful 
attempts, and in 1877 he became a Leader of the Irish Party in the 
House. After a hectic parliamentary career, he retired to a stately 
house in the baronial style, which he had built on an estate of 
14,000 acres in Co. Galway. There he lived on good terms with 
the peasantry,.until the days of the Land League. His interest 
in Ireland ultimately declined and he retired to Lymington where 
he died. 

Timothy Holmes (1825-1907), M.R.C.S. 1853, F.R.C.S. 1853, 
was elected Assistant Surgeon to St. George’s Hospital in 1861. 
He is generally held to have been responsible for the polished 
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style of the Anatomy by his friend Gray. His System of Surgery, 
in four volumes, and the shorter Treatise of Surgery, were standard 
works in their time. He served the Hospital for Sick Children in 
Great Ormond Street, and held a number of public posts. ‘‘ The 
loss of an eye due to acute gonococcal infection resulting from 
accidental infection whilst operating, a harsh and somewhat 
monotonous voice, and a manner carefully cultivated to hide any 
interest he might feel in those he examined, made him a terror 
to the students.”’ 

George William Callender (1830-78), M.R.C.S. 1862, 
F.R.C.S. 1855, F.R.S. 1871, was on the surgical staff of St. 
Bartholomew’s Hospital. He was opposed to specialisation by 
general surgeons, and the honour of the Fellowship of the Royal 
Society he obtained for his work on anatomy. 

Sir William Henry Flower (1831-99), M.R.C.S. 1854, 
F.R.C.S. 1857, F.R.S. 1864, was elected Assistant Surgeon to the 
Middlesex Hospital on his return from active service in the 
Crimean War. Becoming Conservator of the Museum of the Royal 
College of Surgeons in 1861, he succeeded Richard Owen as 
Director of the Natural History Museum in South Kensington. 
His ophthalmological, as, indeed, all clinical interest, must have 
been short-lived. 

Ernest Abraham Hart (1835-98), M.R.C.S. 1856, barred as a 
Jew by the Test Act from entering Queens’ College, Cambridge, 
to which he was eligible on his school record, obtained per- 
mission to study at St. George’s Hospital. In 1859 he was 
appointed Assistant Surgeon to the West London Hospital, 
becoming full surgeon in 1860, but resigning in 1863 on his 
appointment as Ophthalmic Surgeon to St. Mary’s Hospital, 
where subsequently he also acted as Aural Surgeon. He was Dean 
of the Medical School from 1863 to 1868. He gave up medicine 
for journalism, becoming editor of the British Medical Journal. 
Hart contributed extensively to the social and sanitary reforms of 
the second half of the 19th century. In exposing the defects in the 
workhouse infirmaries, his activities led to the passing of the Hardy 
Act, with the consequent abolition of the barrack-school system 
under the Poor Law and the creation of the Metropolitan Asvlums 
Board. Under his editorship the British Medical Journal rose from 
a circulation of 2,000 to 19,000. 


WESTERN INSTITUTION FOR OPHTHALMIA AND ALL DISEASES 
OF THE EYE, 
22, Dorset Street, Portman Square. 
This institution appears only once—in the 1847 Directory. The 
following particulars are given :— 


Established : 1845. 
Physician: Dr. J. Henry Bennet. 
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Surgeon: F. Harrington Brett, Esq. 
Assistant Surgeon: H. A. Spitta, Esq. 

The institution apparently came to an end on account of the 
personal difficulties of Brett. Born on August 12, 1803, he took 
service in the Bengal Army in 1826, retiring in 1844. Whilst in 
the service he was Professor of Ophthalmic Surgery at the Calcutta 
Medical School, in addition to having general surgical duties. 
After his retirement he settled in London as a Consulting 
Surgeon, practising at 44, Curzon Street. In 1846 he was an 
unsuccessful candidate for the Assistant Surgeoncy at West- 
minster Hospital. Feeling ran high during the contest and Brett 
challenged one of the physicians at the hospital to a duel. He 
was bound over to keep the peace. In the same year Brett was 
adjudged bankrupt. He died on December 10, 1859, but his 
name does not figure in the Directory after 1847. He was M.R.C.S. 
1825, F.R.C.S. 1845 and M.R.C.P. 

There is no H. A. Spitta in the Directory. There was a Robert 
John Spitta, L.S.A., M.R.C.S. (1820-1900), who resided at 
Clapham Common.*® 

Dr. Henry Bennet was an obstetric physician attached to the 
Western General Dispensary. He was subsequently Physician- 
Accoucheur to the Royal Free Hospital. 


WEsT OF LONDON INSTITUTE FOR DISEASES OF THE EYE, 
Fulham Road, Brompton. 
WEst LONDON AND CHELSEA INFIRMARY FOR DISEASES OF THE EYE, 
Jubilee Place, King’s Road. 


This institution appears in the 1847 Directory under the first 
name. The Surgeons were Mr. D. E. Edwards, Mr. A. B. Barnes 
and Mr. W. V. Pettigrew. The following year the initials of the 
first surgeon are given correctly as D. O.; the name of W. V. 
Pettigrew is missing. Two consulting medical officers appear : 
Dr. J. A. Wilson and Hale Thomson, Esq. 

The institution appears under the second name and address in 
1852. It is described as open every Tuesday and Friday from 
half past eight to half past nine o’clock. The staff is now reduced 
to two, Edwards acting as Consulting Surgeon, and Barnes as 
the sole Surgeon. In 1853 the name of the Earl of Denbigh appears 
as President, and that of George Atkins, Esq., as Treasurer. One 
full Surgeon, Francis Godrich, and two Assistant Surgeons, M. 
Baines, Esq., M.D., and F. Godrich, Junior, Esq., are added to 
the staff. The 1854 entry shows the Infirmary open on four days 
a week, The entries for 1855, 1856 and 1857 are based on the one 
in 1854, no new returns having been made by the secretary. For 


































a asian rier = * ee 
POS eee bay abs Gee PS tT gO ERE CO ee er oe eee ee 
SELEY Ba Pek Se RENO ONS Bie SOP RRR 










BEE AE SOP he NPSL EVR Res al 


= 2 aa ad ins 


a 





92 THE BRITISH JOURNAL OF OPHTHALMOLOGY 


1858 the address is given as King’s Road. The staff now consists 
of the Consulting Surgeon, two Surgeons and one Assistant 
Surgeon; the two Godriches are missing; M. Baines has joined 
Barnes as Surgeon and H. S. Barnes is the Assistant Surgeon. 
No further modifications appear and the last entry is in the 1862 
Directory. In the British Medical Directory for 1854, the number 
of patients (presumably out-patients) for 1852 is given as 313. 
Comparative figures for Moorfields, Royal Westminster Ophthal- 
mic Hospital, the Central London Ophthalmic Hospital and the 
North London Ophthalmic Institution are : 10,939, 5,647, 2,853 and 
2,339 respectively. 

David Owen Edwards, L.S.A. 1827, M.R.C.S. 1828, F.R.C.S. 
1852, M.R.C.P. 1865, was the inventor of a new mode of warming 
and ventilating sick chambers. His one ophthalmic publication 
is a letter in the Lancet (1839-40, Vol. II, p. 857) on Mr. French’s 
mode of operating for strabismus. It is scholarly and dignified 
and points out that Anthony White had divided the internal rectus 
of the eye of several living animals and had proposed the operation 
as a remedy for squint in 1828, 11 years before Dieffenbach. 
Edwards died on January 18, 1878. 

Alfred Brook Barnes, M.R.C.S. 1826, F.R.C.S. 1853, ‘‘one 
of the few gentlemen who meet with... tangible pecuniary 
success . . . not undeserved, was chiefly instrumental in founding 
the Western Medical and Surgical Society (of which he was a 
President) and also the West London Eye Infirmary” (Med. 
Circular, Vol. I, p. 170, 1852). After 1866 the Directory does not 
contain his name. 

William Vesalius Pettigrew (1815-74), M.R.C.S. 1837, 
F.R.C.S. (by election) 1844, M.D. (Glasgow) 1839, was the son 
of Thomas Joseph Pettigrew, F.R.S., the medical biographer. 
He practised first in King’s Road, Chelsea, and then in Chesley 
Street, Belgrave Square. He was a lecturer at Grainger’s School of 
Medicine in the Borough, and subsequently at Lane’s School 
of Medicine in Grosvenor Place. 

Francis Godrich, L.S.A. 1818, M.R.C.S. 1819, was Surgeon 
to St. George’s Hanover Square Workhouse. 

Francis Godrich, Junior, L.S.A. 1850, M.R.C.S. 1851, at first 
practised from the same address as the preceding. He was at 
one time demonstrator of anatomy at the school in Grosvenor 
Place. He was subsequently, for a time, Medical Officer of Health 
for Kensington. 

Matthew Baines, L.S.A. 1845, M.R.C.S. 1845, M.B.(Lond.) 
1845, M.D.(Lond.) 1850, was the author of a paper on Public 
Health. 

Herbert Sedgwick Barnes, L.S.A. 1857, practised from the 
same address as A. B. Barnes. He died in 1865. 
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The Consulting Medical Officers appearing in the 1848 entry— 
James Arthur Wilson, M.D., F.R.C.P. and Frederick Hale 
Thomson, F.R.C.S.—were Senior Physicians to St. George’s 
Hospital and Surgeon to Westminster Hospital respectively. 
Thomson was involved in a duel with Forbes when the latter 
quarrelled with Guthrie at the Royal Westminster Ophthalmic 
Hospital.” 


METROPOLITAN INSTITUTION FOR DISEASES OF THE EYE AND Ear, 
25, Sackville Street. 


James Yearsley (1805-69), one of the pioneers of otology in this 
country and the originator of the Medical Directory, founded 
the Metropolitan Institution for Diseases of the Ear in 1838. 
(Med. Circular, Vol. II, p. 77, 1858). The entry in the Directory 
for 1849 describes it as an Otological Institution, but the new 
name indicated in this heading, extending its scope to include eye 
diseases, is given in 1850. However, a year later it reverted to a 
purely otological institution under the name of Metropolitan Ear 
Infirmary, which has since developed into the Metropolitan Ear, 
Nose and Throat Hospital. Yearsley’s brief excursion into 
ophthalmology has left no traces; none of his writings is of 
ophthalmological interest, and to what extent the Metropolitan 
Institution served as an Eye Hospital cannot now be determined, 
as the early records of the Hospital were destroyed some years 
ago by an over-zealous clerk as superfluous papers encumbering 
the office. 


WESTERN DISPENSARY FOR DISEASES OF THE Eye, 
41, Queen Street, Edgware Road. 


West LONDON EYE DISPENSARY, 
26, Nutford Place, Edgware Road. 


This institution first appears in the Directory for 1855 with the 
following details : 

Consulting Physician: Dr. J. Spurgin. 

Consulting Surgeon: C. Holthouse. 

Physician: R, M. Lawrance. 

Surgeon: W,.T. Hudson. 

In the entries for 1856 and 1857 Hudson’s name is missing and 
no surgeon is given, 

In 1858 the institution appears under the second name and a 
new address. Hudson's name is now replaced by that of Mr. 
T. S. Wells. The entry for 1859 is identical, and a footnote says 
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that no return had been made by the secretary for that year. No 
subsequent entries appear. . 

. S. Spurgin is probably John Spurgin, M.D.Cantab., 
F.R.C.P. London, who was Senior Physician to the Foundling 
Hospital and Physician to St. Mark’s Hospital. 

Carsten Holthouse, F.R.C.S. (1810-1901), was the virtual 
founder of the Medical School of Westminster Hospital which 
he served as Surgeon. In 1857 he collaborated with J. Z. Laurence 
in founding the Royal Eye Hospital, where he was the senior 
Surgeon. 

Richard Moore Lawrance practised at 21, Connaught Square, 
Hyde Park, W. He had no British qualification till 1859 when 
he was admitted L.R.C.P. He was M.A., M.D. Berlin 1844, and 
acted as Physician to the Duke of Saxe-Cobourg and Gotha. He 
was ophthalmic Surgeon to the Great Northern Hospital and the 
author of a number of papers on treatment by electricity. 

W. T. Hudson was probably William Thomas Hudson, 
M.R.C.S. 1836, L.S.A. 1836, of 50, Green Street, Park Lane, 
who is described as Surgeon to the Dispensary for Consumption, 
Margaret Street. There is no entry of his name after 1856. 

T. S. Wells must have been Spencer Wells (1818-97). When 
Wells settled in London in 1853, after serving in the Navy, he 
devoted himself to ophthalmology, but, as was usual in those 
days, not exclusively. In that year he contributed two ophthal- 


mological papers, one on the treatment of squint by prisms and 
the other one a new form of ophthalmoscope that he had devised.” 
On returning from the Crimean War in 1856, he resumed his 
duties as Surgeon at the Samaritan Hospital for Women, and in 
1858, when elected to the West London Eye Hospital, Wells was 


at the threshold of his career as a pioneer in abdominal surgery. 


NORTHERN DISPENSARY AND FOR DISEASES OF THE EYE. 


Until 1856 the name of this institution, established in 1810, 
_was the Northern Dispensary. In 1855 John Zachariah Laurence 
appears as one of the surgeons, and a year later the new name 
for the institution was adopted. Laurence’s name ceases to appear 
after 1859, and after 1861 the institution appears as the St. Pancras 
and Northern Dispensary. Before 1859 the address was 9, 
Sommers Place, New Road, and subsequently 126, Euston Road, 
N.W. 

It is likely that the appointment of Laurence led to the enlarge- 
ment of the scope of this institution. Presumably it did not, 
however, meet his requirements. In 1857 he founded the Royal 
Eye Hospital. His death in 1870 at the age of 41 robbed British 
ophthalmology of one of its most brilliant figures.™ 
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WESTERN Eye HospItat, 
220, Marylebone Road, N.W. 


The present Western Ophthalmic Hospital first appears in the 
Medical Directory in 1858 under the name of St. Marylebone 
Eye and Ear Institution with an address at 1, St. John’s Place, 
Lisson Grove, N.W. The surgeons were Dr. Obré and Mr. 
Winchester. In 1859 the name is modified by the omission of 
“‘and Ear,’’ whilst the name of W. O. Chalk replaces that of 
Winchester, and the address is 155, Marylebone Road. It is not 
till 1866 that the present name of Western Ophthalmic Hospital 
appears, the surgeons at that time being H. Obré and W. Adams. 
The number of patients for that year is given as 1,897. 

Obré died in 1867. In 1876 the Western Ophthalmic Hospital 
is described as having 20 beds and the surgeons were H. N. Hardy 
and D, Freeman, T. B. Archer and J. S. Wilkinson. A year later 
the names of both Hardy and Freeman are missing, whilst a 
new hospital appears: Western Eye Hospital, 220, Marylebone 
Road, N.W.1. Established 1876; 12 beds. Surgeon: Mr. D. 
Freeman. The in-patients are stated as 36 and the monthly out- 
patients 1,200 [against the annual number of 20,677 for Moorfields 
and 10,500 for the Royal Westminster Ophthalmic Hospital ]. 
For 1879 the only change is in the number of patients—it is given 
as 25,700. This seems to have been the high-water mark of the 
institution ; entries appear till 1883, the only change being that 
C. D. Freeman is given as the secretary in 1881 instead of A. 
Hendry previously. The entries for 1882 and 1883 are reprints, 
no new returns having been obtained. 

Delamark Freeman qualified L.S.A. and M.R.C.S. in 1860. He 
held at one time the post of Surgeon to St. George’s Hanover 
Square Dispensary. His name appears for the last time in the 
1908 Directory. He died on August 29, 1916.” 

C. D. Freeman may have been Charles Delamark Freeman, who 
qualified L.S.A. 1885, M.R.C.S. 1886, L.R.C.P. 1888, and whose 
name appeared in the Directory till 1931. 


BLOOMSBURY PROVIDENT EYE HOspPITAL, 
5, Hyde Street, W.C. 


The first entry appears in the 1885 Directory, the last in 1888, 
this latter being an uncorrected repetition of the entry in 1887. 

The 1885 entry gives 1884 as the date of establishment ; in 1886 
the date of foundation is given as 1880; in 1887 as 1877. 

The first entry contains the name of Mr. Jabez Hogg as Con- 
sulting Surgeon and that of Dr. W. H. Diamond as Surgeon. 
In the subsequent entries both these appear as Surgeons. In the 
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1886 entry the number of patients is given as 1,200; in the 1887 
as 1,340. 

Jabez Hogg (1817-99), M.R.C.S. 1850, divided his activities 
between journalism and ophthalmology. At first a private assis- 
tant to Guthrie, he became Surgeon at the Royal Westminster 
Ophthalmic Hospital in 1871, serving till 1877. He was the first 
president of the Medical Microscopy Society. A prolific writer 
on ophthalmic subjects, his most important book was mercilessly 
demolished in a criticism in (Laurence’s) Ophthalmic Review. In 
revenge he started the Journal of British Ophthalmology (1864), of 
which only one issue appeared. From 1846 till his retirement in 
1895 he edited the Iilustrated London Almanack. A grant of 
£75 was made to him in the Civil Pensions List in 1895.8 

Warren Hastings Diamond, M.R.C.S. 1856, L.R.C.P.(Edin.) 
1859, M.R.C.P. 1863, appears to have devoted his attention to 
mental disease. It is of interest to note that in his biographical 
section of the Directory he gives the name of the hospital as the 
Bloomsbury Eye and Skin Hospital. 

He died about 1903. (His name was removed from the Medical 
Register in 1903, as no reply had been received by the General 
Medical Council to letters of inquiry.) 


St. ANDREW’S EYE AND Ear HOspITAL, 
67, Wells Street, W. 


The first entry appears in 1887, the last in 1891. The 1887 
entry states that the hospital was established in 1882. Its surgeon 
was A. L. A. Forbes, with Mr. E. Pierrepont as Surgeon- 
Dentist. The number of patients is stated as 4,000. 

In 1889 the name of T. Neville, M.D., appears as Consulting 
Surgeon. 

In 1890 the name of Mr. H. White appears against a depart- 
ment for the treatment of Defects of Speech by Oral Training. 

The last entry in 1891. is a repetition of the one of 1890, no new 
report having been obtained from the secretary. No indication 
is given as to whether the hospital possessed any beds. 

Arthur Litton Armitage Forbes, L.R.C.P.(Edin.) 1870, 
F.R.C.S.(Edin.) 1884, appeared in the Directory till 1924. The 
date of his death is not known; his name was removed from the 
Medical Register in 1922 for the same technical reason as 
Diamond’s was. He was surgeon-superintendent in the New 
Zealand emigration service, and at one time surgeon-major in the 
Turkish Army in the Servia campaign of 1876-77, and surgeon to 
the German Consulate, Navigator Island. He translated De 
Wecker’s Thérapeutique Oculariste in 1879 and subsequently 
published a number of monographs on otology and several books 
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on travel. For some years he was Surgeon to the Metropolitan 
Ear, Nose and Throat Hospital. 


The background to the development of eye hospitals is the 
stormy and angry opposition by the leaders of the profession 
to the rise of special hospitals in general. Things came to a 
head when it was proposed in 1860 to found a Hospital for Stone 
and Diseases of the Urinary Organs—the present St. Peter’s 
Hospital. The protest movement, with W. H. Flower as secretary 
—though he himself was attached to an eye hospital—gathered 
in it all the representative bodies and figures of medicine: the 
Presidents of the Royal Society, the General Medical Council, the 
Royal Colleges, the British Medical Association and the Director- 
Generals of the Army and of the Navy Medical Departments. The 
medical press was unanimous in the condemnation of the special 
hospitals, and Sir Benjamin Brodie’s exception of eye hospitals 
from the general ban found feeble support. Whilst the arguments 
against the development of special hospitals were theoretically 
sound—generally stressing that a local disease must not be 
regarded as a thing in itself, but the local manifestations of a 
widespread underlying state—they did not always maintain this 
impersonal level. The Lancet spoke of the special hospitals as a 
‘‘monstrous evil—an evil which springs from within the pro- 
fession’’ (Lancet, Vol. II, p. 88, 1860), whilst W. O. Markham, 
subsequently editor of the British Medical Journal, more bluntly 
stated in a discussion at the British Medical Association that ‘‘ the 
gentlemen engaged in those (special) hospitals got their names 
spread all over England, but in the meantime the profession was 
being ruined’’ as no proper check could be exercised at special 
hospitals—drawing their patients from all over the country—that 
only poor persons were being treated (Brit. Med. Jl., p. 628, 1860). 
To the ostracism applied to them the more established special 
hospitals replied in a like spirit. How intense that animosity was 
is well shown by the regulation introduced at Moorfields in 1864 
that none of its full surgeons should hold an ophthalmic appoint- 
ment in any other hospital—a regulation that compelled Streatfeild 
to resign from the post of Ophthalmic Surgeon to University 
College Hospital, and remained in force till 1873.1 

Animosity against special hospitals has long since died out. 
However sound the theoretical arguments against them, in 
practice these institutions proved invaluable as centres of pro- 
gress in the development of neglected fields of study. To a 
generation of ophthalmologists to whom the violent passions of 
this struggle are but a lingering memory, the question may fairly 
arise whether eye hospitals, having reached a high level of develop- 
ment, are not likely to find new vigour in a closer co-operation 
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with the general hospitals in antagonism of which they sprung 
up and developed. No technical perfection of the ophthalmic art 
can compensate for any avoidable loss to ophthalmic science from 
too narrow an exclusiveness, 

I have to acknowledge my indebtedness to Sir Wathen Arthur 
Waller, Bart., for information on his great-grandfather, Sir 
Jonathan Wathen Waller; to Mr. R. R. James, for help on the 
same subject, and to the Registrar of the General Medical Council 
for information on D. Freeman, A. L. A. Forbes and W. H. 
Hastings. To Mr. S. Wood, of the Library of the Royal College 
of Surgeons, I am indebted for his careful transcript of the Rowley 
document, and to the Librarian, Mr. W. R. Le Fanu, for per- 
mission to publish it. 
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ANNOTATION 


ANNOTATION 


The Science and Art of Ophthalmology 


The death of Dr. A. S. Percival suggests some observations on 
the relations of pure science to the art or applied science of ophthal- 
mology. He was facile princepbs among British ophthalmologists 
in the mathematics of optics, and no one was keener than he in 
urging the importance of the study of these fundamental principles 
for accurate work with the ophthalmoscope and in the prescription 
of spectacles. Indeed, had it not been for the serious depreciation 
of American securities, he had intended to allot a considerable sum 
of money as an endowment for the teaching of optics to students of 
ophthalmology. While it is obvious that a knowledge of pure 
science is essential before it can be applied, it is not quite ‘so 
obvious that a profound knowledge of first principles is necessary 
to the actual worker in the applied science. In the teaching of 
engineering, for example, at the present day few engineering 
students acquire any very deep knowledge of theory of differential 
and integral calculus, yet they become quite adept at using 
intelligently mathematical formulae, derived from the pure science, 
as efficient tools. The writer of this annotation once, in the en- 
thusiasm of comparative youth, somewhat vigorously condemned 
his colleagues in the hearing of a distinguished physicist for their 
lack of interest in the theory of retinoscopy. The physicist’s 
comment was—“ How many people who use a watch know really 
how it works?’ One has to admit that it is perfectly true that 
retinoscopy can be used as a quite efficient tool by workers who 
have only a smattering of optics. Yet the fact remains that the 
worker who has thorough knowledge of the theory is a more 
efficient workman, especially in the more complicated cases with 
which he may at any moment be called upon to deal, than one who 
is not so equipped. The truth of this fact is inevitably borne in 
upon the minds of those who have had to teach students the use of 
the ophthalmoscope. It is not given to everyone to attain a 
thorough grasp of the “ purer” sciences upon which his art is 
based, but few will deny that such knowledge makes a man a better 
worker, endows him with a pioneering spirit, and, not least, adds 
immeasurably to the interest and joy of his work. 
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ABSTRACTS 


I.—LENS 


(1) Russo (Bari).—Congenital cataract; hereditary and familial. 
(** Cataracta centralis pulverulenta”). (Contributo alle catar- 
atte congenite e familiari sulla cataracta centralis pulveru- 
lenta). Ann. di Ottal., February, 1935. 


(1) Russo gives the history of five cases of this form of cataract 
occurring in two generations of the same family, a form which 
was described under this name by Vogt in 1921. (The clinical 
appearances seem very similar to those of the ‘‘ discoid cataract ’’ 
of Doyne described in the Trans. Ophthal. Soc. U.K. for 1907.) 
The author discusses the various hypotheses which have been 
formulated to account for congenital cataract and concludes that 
no one theory suffices to account for every case and that disturbance 
of the endocrine glands is the most likely cause, but that more 
than one factor may influence any individual. Since at no time 
of development is the lens normally opaque, the development 
of cataract cannot be due to arrested development, but must entail 
some disturbance of growth. These cataracts under discussion are 


situated in the region of the embryonic nucleus and may, therefore, 
be truly congenital, and not, as in so many cases, acquired in early 
life. 


HAROLD GRIMSDALE. 


(2) Trovati (Genoa).—The blood in senile catatact. (Costanti 
fisico-chimiche del sangue e cataratta senile). Ann. di Ottal., 
August, 1935. 


(2) Modern ideas claim that every affection of the diseased 
organism is associated with some change in the condition of the 
blood. Trovati has examined the blood of a number of patients 
suffering from senile cataract to see whether it differs from the 
normal. Two tables are given, one containing the findings of 
the physical characters of the blood, the other referring to the 
chemical properties. 

In the first there appears a slight deficiency of the red corpuscles, 
but a normal haemoglobin content ; a slight excess of granulocytes. 
The time of coagulation was slightly lengthened, and the viscosity 
of the blood increased. 

As regards the chemical characters, glycaemia was low; the 
content of cholesterin, high; potassium content was high and 
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calcium reduced. The author suggests that this variation of 
potassium-calcium metabolism may have an important bearing on 
the problem of the development of cataract. 

Estimation of the alkaline reserve in the blood shows a slight 
degree of acidosis, in spite of the excess of potassium salts. Is 
this due to deficient neutralization of the acids in patients with 
senile cataract ? Or is it a sign of disturbance of the electric charges 
of the saline constituents? Lo Cascio holds that even slight 
changes in the endocular fluids, if continued, may bring about 
changes in the transparency of the lens; he thinks that there 
is some substance in the blood of cataractous patients which, pass- 
ing the ciliary epithelium, alters its normal structure and favours 
the passage of the aqueous humour into the lens. 


HAROLD GRIMSDALE. 


(3) O’Brien, C. S. (lowa City). - Detachment of the choroid after 
cataract extraction). Arch. of Ophthal., October, 1935. 


(3) The first report of this condition was made by H. Knapp 
in 1868—it followed cataract extraction and the eye was removed 
because of suspected sarcoma. Pathologically an accumulation of 
serous fluid was found under the elevated choroid. The most pro- 
bable explanation of detachment of the choroid is as follows: 
Sudden reduction of intra-ocular pressure causes congestion of 
the uveal vessels with consequent increased transudation of fluid 
through the thin-walled veins of the ciliary body and the anterior 
choroid, into the normal peri-choroidal lymph space. It is probable 
that some degree of choroidal detachment follows every operation 
for cataract extraction. In almost every eye in which the fundus 
was visible after extraction (intra-capsular) of the lens a flat 
choroidal detachment was visible, even within a few minutes: of 
operation. On the day after operation no detachment was seen 
in those cases with a well formed anterior chamber, but if the 
chamber was empty, the detachment had sometimes progressed 
and assumed its typical globular appearance. Detachment occur- 
ring within the first few days after operation always followed 
delayed closure of the wound or early rupture of its loosely adherent 
margins, the rupture being often quite small and only detected 
by the use of fluorescein. It invariably appeared at the periphery 
of the fundus, and in nearly half the cases it encircled it, being 
usually more extensive medially and laterally. Such detachments 
persisted for periods varying from 1-42 days, and in no case caused 
any permanent impairment of vision, 


F, A. W-N. 
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(4) Bencini (Sienna).—Cataract operation in eyes which have 
previously undergone fistulising operation for glaucoma. 
(Espulsione di cataratta in occhi gia operati di fistolizzante 
antiglaucomatosa). Boll. d’Ocul., August, 1934. 

(4) One of the chief drawbacks to the operation of trephining 
is the frequency with which changes in the lens follow. It 
may be necessary to remove the cataract and it is con- 
sidered advisable not to interfere with the region of the filtering 
scar; some surgeons make the corneal incision in front of the 
scar, others prefer to make the incision in the lower half of the 
cornea with a large conjunctival flap or bridge; the flap can be 
sutured if thought desirable. 

Bencini thinks the lower incision the best and gives notes of 
cases in which it was carried out successfully. 

HAROLD GRIMSDALE. 


(5) Biffisand Mayer (Padua).—On the mobility of the lens during 
accommodation. (Ricerche sulla mobilita del cristallino 
durante l’accomodazione). Boll. d’Ocul., 1935. 


(5) The nature of accommodation of the lens has been a matter 
for argument ; the two chief theories, of Helmholtz and of Tscher- 
ning, differ radically in their view of the mechanism. The findings 
of Hess, proving the relaxation of the suspensory ligament, are 
decisively in favour of Helmholtz, The most remarkable is the fact 
that the near point in accommodation varies with the position of 
the head; when the face is turned down, the relaxation of the 
ligament allows the lens to fall toward the cornea and the near 
point is slightly closer to the eye than when the face is turned 
upwards. 

Biffisand Mayer with the help of a new instrument, have investi- 
gated this movement. They find the change in refractive power 
between the two positions of the head to vary from 0-12 D. to 
1-68 D. Their experiments were all made on the eyes of young 
adults with active accommodation. 

HAROLD GRIMSDALE. 








IIL—RETINA 


(1) Castelli (Pavia).—Angioneurotic disturbances of the retina. 
(Contributo. allo studio dei disturbi angioneurotici della 
retina). Ann. di Ottal., August, 1935. 

(1) Any disturbance of the circulation through an organ pro- 
vokes alterations in its nutrition and in the performance of its 
functions. Such disturbances of the circulation in the eye are 
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seen under several forms. Castelli here is concerned with three 
cases in women and one in a man in whom serious visual loss 
was relieved when the spasm of the vessels was relaxed. Two 
of the patients showed gross change in the fundus; in them the 
use of acetylcholine was followed by marked improvement; both 
of the acuity of vision and of the fundus change. In both, however, 
further injections of acetylcholine did not bring about further 
improvement and it was necessary to discover and treat the under- 
lying cause to effect a cure. The author found endocrine deficiency 
in both these and by the administration of the appropriate 
hormones, complete recovery was gained. 
HAROLD GRIMSDALE. 


(2) Kahler, A. R. and O’Brien, C. S. (lowa City) —Disciform 
degeneration of the macula. Arch. of Ophthal., June, 1935. 


(2) Kahler and O’Brien have had the opportunity of studying 
15 cases of this disease and give details of their findings with 
fundus drawings. It is usually bilateral and is characterised by an 
elevated greyish mass in the macular region with deep haemor- 
rhages, pigmentary changes and, frequently, white punctate areas 
in the surrounding retina. Pathologically it is supposed to be 
due to choroidal vascular sclerosis causing hyperplasia and meta- 
plasia of the pigment epithelium with formation of a connective 
tissue mass between choroid and retina. Metamorphopsia may be 
present in the early stages, then a central scotoma develops, the 
whole process taking a matter of weeks or months. The macular 
lesion may be only slightly elevated or may come forward 5-6 
dioptres, in which case a mistaken diagnosis of sarcoma of the 
choroid may be made. Although many of the lesions are disciform 
they may assume almost any shape and the edge be soft or clearly 
defined. Deep subretinal haemorrhages are commonly found in 
the area bordering on the mass and in some cases there are areas 
resembling retinitis circinata. The majority of the patients affected 
by this disease are over the age of 60. 

F. A. W-N. 


(3) Junius, P (Bonn).—Angiomatosis retinae.— Retinitis exuda- 
tiva, Coats, Morbus Osleri. Zeitschr. f. Augenheilk., Vol. 
LXXXIV, p. 193, 1934. 

(3) Junius’ critical survey concerns the unity of the conditions 
indicated in the title. No new cases are brought forward and the. 
review of the literature deals especially with familial cases of 
telangiectasis and the familial incidence of angiomatosis of the 
retina. The author argues for the hereditary character of these 


affections. 
ARNOLD SORSBY. 
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IIIL.—TRACHOMA 


(1) Ochi, S. (Sapporo, Japan).—A variety of micro-organisms in 
trachomatous tissues. (Ueber eine Art von Mikroorganis- 
men im trachomatiésen Gewebe). Klin. Monatsbl. f. Augen- 
heilk., Vol. XCIII, p. 179, 1934. 

(1) Ochi gives a detailed account of the methods he employed 
to obtain sections of trachomatous conjunctiva and cornea, and 
their preparation and staining. He does not describe any particular 
organisms in detail, but gives the following general results :— 

In clinically very infectious trachoma (florid or acute trachoma) 
organisms are easily demonstrable, more so in the palpebral con- 
junctiva than in the fornices, and especially so when follicles are 
present in large numbers. It would seem that there is some relation- 
ship between the presence of follicles and of micro-organisms. 
In the cornea, organisms are more easily demonstrated in the 
epithelium or tissue surrounding an infected area than in the area 
itself. 

ARNOLD Sorssy. 


(2) Venco and Castelli (Pavia).—The treatment of trachoma 
by benzil-cinnamic ether. (Osservazioni cliniche sulluso 
dell'etere benzil-cinnamico nella terapia del tracoma). Rass. 
Ital. dit Ottal., November-December, 1934. 

(2) Jacobson recommended the use of benzil-cinnamic ether 
in the treatment of trachoma, as a result of the success obtained 
by him during his mission to Tunis. Venco and Castelli have 
made use of this drug in a number of cases of trachoma with the 
object of testing its value. The method of use is intra-muscular 
injection of a solution 2 or 3 per cent. in olive oi). One c.c. is 
injected every day for 12 days; then a fortnight’s interval and a 
second series of injections is given, followed by a second rest and 
a third series of injections. No local treatment is given except in 
the presence of a cornea) ulcer or severe iritis. In such cases 
atropine or other suitable remedies are applied. 

The authors have treated 33 cases of trachoma in a)) stages by 
this method; they have found in almost all cases an improvement 
in the general condition of the patient and in the subjective 
symptoms. Photophobia and blepharospasm have been noted to 
disappear rapidly after the injections, and the patients experience 
a feeling of better health which helps them greatly. In three cases 
the authors noted remarkable improvement in the healing of 


corneal ulcers, and in others the corneal appearance became more 
normal. 
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They state that 2 of their subjects were helped by the treatment 
and only four showed deterioration during it. They are convinced 
that the drug has real value in the treatment of trachoma, but 
chiefly by its effect on the general well-being of the patient. Local 
measures, in addition, are needed to secure success. 


HAROLD GRIMSDALE. 


(3) Lanza (Catania).—Is atypical virus of tubercle present in 
trachoma? (Ricerche di virus tubercolare atipico od 
invisibile ne] materiale tracomoatoso). Rass. Ital. di Ottal., 
February, 1935. 

(3) The relation of tuberculosis to trachoma has been a matter 
for discussion for a long time, and the views held have differed 
widely ; while Angelucci holds that pulmonary tuberculosis is com- 
pletely antithetic to trachoma, many authorities deny any relation. 

Recent researches into the life history of Koch’s bacillus have 
shown that under some conditions the virus is invisible and capable 
_ of passing filters. This makes its presence more difficult to detect. 
It has been shown that when tubercle virus in this form is inocu- 
lated into guinea-pigs, it brings on an atypical tuberculosis, but 
that if it is passed on in a series of animals it eventually gives 
rise to typical caseous tubercles. Lanza has observed that after 
two or three passings from one animal to another the common 
bacillus of Koch may be observed. Hitherto the search for evidence 
of tuberculosis in trachoma has taken no account of the invisible 
form; Lanza, in these experiments, has attempted to settle this 
question also. In a large series of experiments he has found no 
trace of tuberculous virus. He concludes that the hypothesis of 
the existence of a tuberculous factor in the aetiology of trachoma, 
seems from all his researches even less probable. 

HAROLD GRIMSDALE. 








IV.—_CORNEA 


(1) Latte, M. (Zurich).—The significance of the physiological 


and pathological lines on the posterior surface of the cornea. 
(Die Bedeutung der physiologischen und pathologischen 
Tropfchenlinie auf der Hornhautrickflache). Klin. Monatsbl. 
f. Augenheilk., Vol. XCIII, p. 29, 1935. 

(1) Latte reviews the literature on the lines observed on the 


posterior surface of the cornea, especially those described by 
Ehrlich, Tiirk and Liissi. These lines with their varying forms 
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and appearances are held to be caused by the deposit of cellular 
elements, derived from blood and pigment and their formation is 
dependent not only upon the aqueous circulation but also upon 
variable factors affecting the anterior chamber, such as depth, 
width of pupil and others. The transition from the physiological 
to the pathological is not abrupt. Thus the Liissi line is 
‘* physiological,’’ and is especially seen in progressive myopes, 
being perhaps the precursor of the Kriikenberg spindle; Tiirk’s 
line is seen in affections and injuries of the cornea, whilst Vogt 
holds that lines formed by erythrocytes are seen in haemorrhages 
into the anterior chamber. All these manifestations are held to be 
varying degrees of the same process which reaches a high level 
in diffuse bedewing of the cornea—a state caused when the circu- 
lating currents in the aqueous have ceased owing to the high protein 
and cell contents of the fluid. 
ARNOLD Sorssy. 


(2) Thiel, R. (Berlin).—Band-keratitis due to copper. (Band- 
formige Hornhautverkupferung). Klin. Monatsbl. f. Augen- 
heilk., Vol. XCIII, p. 747, 1934. 


(2) Thiel reports two cases of band degeneration of the cornea 
in patients aged 69 and 79. In the affected area metallic glistening 
foreign bodies could be seen. Copper could be demonstrated 
chemically in the epithelium, so it is assumed that the corneal 
opacity was consequent on its presence. Both patients had worked 
earlier in life at occupations involving the use of copper or its 
alloys. These two cases differ from others reported as lesions of 
the cornea due to copper in the extent of the affection ; in classical 
cases the corneal reaction was circumscribed around the foreign 
body. The finding of Sallmann and others of pigmentation of 
Descemet’s membrane not unlike the Kayser-Fleischer ring in 
cases of trachoma, where copper had been used, is recalled. The 
article is illustrated by a colour plate. 

ARNOLD Sorspy. 


(3) Pillat, A. (Vienna).—Corneal involvement in psoriasis. (Zur 
Frage der Niterkrankung der Hornhaut bei Psoriasis: 
Keratitis psoriatica). Another case of keratitis psoriatica. 
(Ein weiterer Fall von Keratitis psoriatica). Klin. Monatsbl. 
f. Augenheilk., Vol. XCIII, p. 751, 1934. Zeitschr. f. Augen- 
heilk., Vol. LXXXIV, p. 256, 1934. 


(3) Pillat reports two cases of psoriasis with corneal involve- 
ment; five others are available in the literature beginning with 
the one reported by Hutchinson in 1890. The author holds that 
they constitute a clinical entity. Morphologically the lesion is like 
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phiyctenular keratitis, but there is no subjective or objective 
instability ; the corneal sensation is normal ; with the slit-lamp three 
zones of affection can be distinguished: in the epithelium, in the 
superficial strata, and deeper in the parenchyma; the keratitis waxes 
and wanes with the psoriasis, but there is no strict parallelism 
in the recurrences on the skin and the eye; the lesion is generally 
bilateral mostly affecting the lower half of the cornea; the limbus 
is more prone to be involved than the centre of the cornea; the 
corneal lesion is to be regarded as more allied to psoriasis of the 
skin rather than of the mucosa. 


ARNOLD SorspByY. 





ET 





V.—MISCELLANEOUS 


(1) Bietti, G. (Naples).—Retro-lenticular pigment ring and its 
origin. (Weiture Beitrage zur Kentniss des retrolenti- 
kularen Pigmentringes und zu seiner Entstehungsweise). 
Klin. Monatsbl. f. Augenheilk., Vol. XCIII, p. 55, 1934. 


(1) Bietti adds two to the nine cases of retro-lenticular pigment 
ring hitherto recorded. Pigment deposition in the retro-lental 
space (sinus hyaloideo-capsularis) occurs especially in myopes and 
is generally associated with a Kriikenberg spindle. It has to be 
distinguished from incipient cataract and retro-lental haemorrhage. 
The ligamentum hyaloido-capsulare prevents the pigment from 
depositing on the posterior pole of the lens. Generally the deposit 
is situated superiorly, as a crescentic line, smooth on the convex 
side, jagged on the concave aspect. The author’s cases concerned 
myopes, who had undergone operations, one for glaucoma and 
the other for detachment. In both cases pigment deposition on 
Descemet’s membrane was of the slightest degree, though in the 
second case pigment cells could be seen in the vitreous. The 
author holds that any process which leads to pigment proliferation 
and mobilisation may lead to a retro-lental pigment ring. 


ARNOLD SORSBY. 


(2) Vogt, Alfred (Zurich).—Posterior and anterior vitreous 
detachment and the prepapillary vitreous ring. (Die hintere 
und vordere Glaskérperabhebung und der prapillare Glask6r- 
perring). Arch. f. Ophthal., Vol. CXXXIV, p. 1. 

(2) In this article by Vogt, posterior detachment of the 
vitreous is stated to be a not infrequent occurrence, due to myopic, 
senile-myopic or senile changes; its onset is sudden, it is usually 
accompanied by photopsiae, and frequently shows a posterior pre- 
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papillary ring that produces entoptically freely moving and per- 
manent shadows. This ring represents the margin of a hole in 
the posterior limiting layer of the vitreous. The area dorsal to 
and above the detached limiting membrane is, as can be seen with 
the slit-lamp, relatively clear, while the detached portion, below 
and in front, is relatively opaque, and contains most of the stroma 
of the vitreous. 

Posterior vitreous detachment cannot be claimed to be a cause 
of spontaneous detachment of the retina. When they occur simul- 
taneously, they are co-ordinated as signs of presenile or senile 
degeneration ; they do not occur in axial myopia alone, it only 
precipitates and predisposes to the degeneration. Inflammation or 
trauma may also at times be a contributory factor. 

The absence of definite ophthalmoscopic and histological reports 
on the réle of the vitreous, and the relative harmlessness of loss 
of vitreous in operations for retinal detachment make it question- 
able whether the vitreous and the posterior vitreous detachment 
play the important part in amotio retinae that some writers still 
regard as proved. The only cause of holes and tears in the retina 
that has so far been definitely proved, clinically as well as histologi- 
cally, is the degenerative changes in the retina itself; yet it cannot 
be denied that the vitreous may possibly also be involved in their 
formation. 

THOs. SNOWBALL. 


(3) Poyales, F. and Morena, S. (Madrid). — Hyaloscopy. 
(Hialoscopia). Arch. de Oftal. Hisp.-Amer., Vol. IX, p. 457, 
1934. 


(3) Poyales and Morena have made a practice of examining 
the hyaloid membrane after intra-capsular extractions. They have 
made observations on some 794 cases. Three methods of extraction 
have been employed, a modified Smith, Barraquer’s operation, and 
an operation using Kalt’s forceps. Their object is to determine 
which operation gives the least deformation of the hyaloid mem- 
brane, and after which operation visual acuity is best. 

Instead of the ordinary slit on the Gullstrand “‘ slit-lamp ”’ they 
substitute a cross, and they study the shape and formation of 
the cross in the hyaloid membrane. The ideal shape for the 
hyaloid membrane to be is hemispherical. In their experience 
they find that after Barraquer’s operation the hyaloid membrane 
is most usually intact and presents this shape. However, with 
Barraquer’s’ method there is always the danger of vitreous 
loss. The majority of deformations of the hyaloid membrane 
occur after Smith’s operation, but there is less danger of vitreous 
loss. The operation using Kalt’s forceps occupies a position 
between the two. 
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Some cases, whose vision has been perfect after operation, have 
ruptured their hyaloid membrane at a later date by trauma, vomit- 
ing, etc., and the visual acuity has been much reduced. 


E. E. Cass. 


(4) Callender, E. R. and Wilder, Helenor Campbell (Washing- 
ton).— Melanoma of the choroid: the prognostic significance 
of argyrophil fibers. Amer. Jl. of Cancer, October, 1935. — 


(4) This paper, from the registry of ophthalmic pathology at 
the Army Medical Museum, Washington, by Callender and 
Helenor Wilder, deals with the histological types of malignant 
melanomata of the eye. A previous paper by Callender in 1931 
gave the results of investigation in 111 cases. The indications 
with regard to prognosis, as stated in 1931, still hold good. ‘‘ The 
study of argyrophil fibers, present in varying amounts in 
melanomas of the choroid, appears to offer further criteria for the 
determination of the relative malignancy of these tumours.”’ 

A modification of Foot’s stain, devised by Wilder, is now in 
routine use in their laboratory as a reticulum stain. The authors 
have studied 205 cases of melanoma of the choroid and have found 
an apparent connection between fibre content and prognosis. 

The paper is illustrated by tables and excellent micro- 
photographs. 

The authors’ summary is as follows :— 

One hundred and twenty cases of melanoma of the choroid 
followed for a year or longer form the basis of this report. No 
metastases occurred when all areas of the primary tumour con- 
tained argyrophil fibres. Metastases occurred in 36 per cent. of 
cases in which some areas of the primary tumour contained no 
fibres and in 57 per cent. of the cases having fibres only in the 
stroma of the primary tumour. The results among cases followed 
for five years or longer are striking. In these no deaths occurred 
among cases in which fibres were present throughout all areas 
of the primary tumour. In a group having some areas without 
fibres 68 per cent. of the patients died. In the group in which 
no fibres were present except in the interlobular stroma all the 
patients died... . ; 

1.—‘‘Classification according to fibre content is most valuable 
for subdividing melanomata of mixed-cell type into groups of 
relative malignancy, and deaths in the spindle-cell group appear 
to be explained by the presence of areas containing no argyrophil 
fibres. 2.—Classification according to fibre content in conjunction 
with cell typing affords an aid in prognosis, an abundance of fibre 
production indicating a more favourable prognosis and a decrease 
in fibre production denoting an increase in malignancy. 3.—The 
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original classification by cell type, based on haematoxylin and 
and eosin staining, still holds, but a more accurate prognosis is 
made possible by additional classification according to fibre 
content.”’ 

Foot’s paper, ‘‘on the silver impregnation of melanotic 
tumours,”’ appeared in the Amer. Jl. of Pathol. in 1931. 


R.R. J. 












(5) Terry, T. L. and Johns, J. P. (Boston).—Uveal sarcoma— 
malignant melanoma. A statistical study of ninety-four 
cases. Amer. Jl. of Ophthal., Vol. XVIII, October, 1935. 

(5) Terry and Johns report their observations and reflections 
on 94 cases of sarcoma of the uveal tract, malignant melanoma. 
They discuss the modern theories of origin of malignant melano- 
mata, particularly those affecting the choroid. Callender’s 
classification based on four histological types: (1) Spindle cell ; 
sub-types (a) and (b) ; (2) fascicular ; (3) epithelioid ; (4) mixed-cell, 
is used as a basis for the statistical study of the degree of malig- 
nancy, complications and prognosis in the 94 cases studied by 
the authors. It would seem that the mixed-cell type is the most 
malignant, 63 per cent. showing metastases within two years. The 
spindle-cell variety has a good prognosis, 

Pigmentation, necrobiosis, inflammation, uveitis, sympathetic 
ophthalmitis in association with uveal sarcoma, retinal detachment 
with holes and glaucoma are also discussed. 
















H. B. STALLARD. 









(6) Perez, J. A. (Sao Paulo).—Sarcoma or hydatid cyst of the 
orbit? (PSarcoma o quiste Hidatidico de la orbite?). 
Arch. de Oftal. Hisp.-Amer., Vol. XXXIV, p. 410, 1934. 


(6) Perez describes a case of a little girl, aged 6 years, who came 
to the central hospital in Seville with proptosis on the right 
side, the eye being displaced down and out. The proptosis could 
not be diminished by pressure on the globe. There was no pain 
or tenderness, there was some mechanical limitation of the eye 
movements, but the extrinsic and intrinsic muscles were unaffected ; 
there was an intermittent crossed and vertical diplopia. No tumour 
could be felt; the fundus, media and fields were normal. The 
proptosis had appeared suddenly, and had been present for two 
months. Following this examination it increased rapidly and there 
was oedema of the lids and conjunctiva, and some pain. Trans- 
illumination of the sinuses revealed nothing, the orbit was X-rayed 
and a tumour was shown. There was an eosinophilia and a positive 
Cassoni test, and so a hydatid cyst was diagnosed, although the 
painlessness of the tumour was against this. 
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_ An exploratory puncture was made at the time of the operation 
and the tumour was found to be solid, It was behind the globe, 
encapsulated, and was adherent to the roof of the orbit. The con- 
tents of the orbit were cleaned out and the apex cauterized. The 
tumour was an osteo-sarcoma. However, later there was a recur- 
rence and then radium was applied, but the patient did not live 
very long. 

Eosinophilia and a positive Cassoni have been reported in another 
case of sarcoma, and on the other hand hydatid cysts have been 
found with no eosinophilia or positive Cassoni. Diagnosis can 
only be made certain by puncture of the tumour; and if it is a 
hydatid, after aspiration, Professor Marquez advises injection of 
sublimate and two or three days later the removal of the lining 
membrane. Marquez thinks this is safer and more practical than 
total extirpation of the tumour. 

The author thinks that proceedings should vary with the site, 
size and adherency of the cyst. He queries this procedure in 
small, easily accessible cysts, as in opening them there is always 
a danger of dissemination of hydatid fluid. The author concludes 
from his experience that :— 

1.—With a rapid, painful proptosis and positive laboratory 
reactions, puncture can be omitted as it is probably a hydatid. 

2.—With a painless, rapid proptosis and positive laboratory 
reactions puncture should always be performed. 

3.—With a painless, rapid proptosis with negative laboratory 
reactions again puncture can be omitted as it is probably not a 
cyst. 

4.—With a painful, rapid proptosis, but with negative laboratory 
reactions puncture should be performed. 

An identical table can be made with a proptosis which pro- 
gresses slowly. 

In sarcomata there are two clinical varieties, the malignant 
sarcoma, with a rapid growth, and the benign type with a slow 
growth. Histologically, the more rapidly growing tumour shows 
the more embryonic type of cell. 

One must not think of a sarcoma before excluding chronic intra- 
orbital inflammations, benign tumours and cysts. 

The appearance of spontaneous chemosis accompanying an 
orbital tumour is very suggestive of a malignant type of sarcoma. 
Rapidly growing tumours on the whole suggest cysts, whereas 
solid tumours grow slowly. Both types of sarcomata are painless, 
except in the later stages when pain is caused by compression. 

Occasionally, however, the malignant sarcoma gives rise to 
severe pain, oedema of the lids, conjunctiva and disc, and can 
be mistaken for acute inflammation or parasitic cysts. When 
these tumours are palpable, their shape and consistency, and the 
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(7) Wagener, H. P. and Gipner, J. F. (Rochester, Minn.).— 


112 THE BrITISH JOURNAL OF OPHTHALMOLOGY 


presence of pulsation help in the diagnosis. When the tissues 
are invaded by the tumour, there may be signs of cachexia. 

The proptosis of a hydatid is similar to that of other cysts and 
tumours ; the symptom of an accompanying and sometimes preced- 
ing pain is important. These cysts are placed in the cellular tissue 
of the orbit and in the sheath of the muscles and of the optic 
nerve. There is nearly always preceding pain, sometimes simply 
a sensation of weight in the orbit, at others sufficient to cause 
delirium and loss of consciousness. Pain may be constant or 
intermittent. 

The hydatid fluid is very toxic, and contains alkaloids and other 
substances, which may cause severe urticaria and of more serious 
and even mortal accidents. When the tumour is palpable it is 


_ rounded, elastic and fluctuating. 


A complete local examination, clinical, and by means of trans- 
illumination and X-ray investigation in all cases of exophthalmos 
should be made, and also a general examination of the patient. 

If it is decided to puncture the cyst.a fine needle is used and 
the orbit is entered through the skin of the lids and not by the 
conjunctiva. If it is a hydatid cyst as much fluid as possible is 
removed, and sublimate can be injected several times afterwards, 
or following one injection the lining of the cyst can be removed. 

Eosinophilia of the blood may mean any parasitic infection and 
is not restricted to hydatid cysts. 

E. E. Cass. 


Arterial spasm. Amer. Jl. of Ophthal, September, 1934. 


(7) Cases of arterial spasm. have been recorded in the literature. 
Some of these have been subjects of a moderate degree of hyper- 
piesis, chronic endocarditis, and Raynaud’s disease. Spasm has 
been noted ophthalmoscopically and Wagener and Gipner record 
two cases in which the affected branch of the central retinal artery 
became re-opened in three successive pulse beats. The first and 
second pulse beats opened the artery about 0-25 disc diameters in 
one case of spasm of the inferior nasal branch at a site 2 disc 
diameters from the edge of the optic disc and the third beat 
re-established the circulation as far as the periphery of the retina. 

There is a history of short periods of transient blindness affecting 
the corresponding part of the visual field. Permanent visual defects 
are due to arterial thrombosis secondary to the spasm, possibly 
peripheral to a small non-occluding embolus or due to a localized 
patch of endarteritis. The obstructed retinal artery becomes con- 
verted into a white line of fibrous tissue. 

H. B. STALLarD. 
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(8) Liorca, J. P.—Some considerations of the Cyclopean 
eye, based upon one observation. (Algunas consideraciones . 
sobre el ojo ciclopea, a proposito de una observacion). 
Arch. de Oftal. Hisp.-Amer., Vol. X, p. 449, September, 1935. 


(8) Llorca says that he was only able to examine this case 
of a Cyclopean eye some time after death, and decomposition was 
very advanced. 

The foetus, which was full term, had lived for a few minutes 
only, it was well developed and of normal size and weight. The 
trunk and extremities were quite normal. The head itself was 
of normal size, but there was a trunk instead of a nose; the trunk 
was fixed by its base to the glabella, and its free end was 
umbilicated. 

Immediately below this trunk was a single palpebral slit, rhom- 
boidal in shape, with four angles, i.e., a superior and inferior, and 
a right and left; at each side of the inferior angle were two 
elevations on which appeared the lacrymal puncta. There were 
two corneae united by a narrow pedicle; there were two pupils 
and two irides. 

It was impossible for the brain to be examined properly as decom. 
position was so far advanced, but the two cerebral hemispheres 
seemed to be united; there was only one orbital cavity; and the 
vomer, the ascending processes of the maxillae and the orbital 
processes of the palatines were missing. The roof of the orbit 
was formed exclusively by the frontal bone. In the proximal end 
of the nasal trunk and apparently having no connection with the 
orbit was a small bony mass, which probably represented the 
missing bones of the nose. 

There was a single globe lengthened in its transverse diameter, 
but with two antero-posterior median sutures, a superior and an 
inferior. ; : 

Two marked muscle masses were seen on the left and right, and 
amongst the tissues attached to the globe were other muscle-fibres. 

The lacrymal glands were present but no lacrymal ducts or 
sacs. There was a single optic nerve, and below this was a small, 
thin-walled sac, which was in communication with the globe by 
means of two small orifices. 

The cavity of the eye was divided vertically antero-posteriorly ; 
the retina was thickened, and lay in folds at its posterior part, it 
continued through the two orifices and formed part of the wall 
of the smaller cavity. 

There were two optic discs situated above the two colobomata. 
Two lenses were present with their capsules and suspensory liga- 
ments, and two ciliary bodies; the pupils were displaced down 
and in. 
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There were, thus, in reality, two eyes fused together, and the 
monophthalmia was only apparent. Bock has, however, described 
a case of a human eye in which there was no trace of the second 
eye, and van Duyse has described a similar case in a pig. But 
these cases must not be accepted without some reserve, as a detailed 
histological study nearly always reveals the presence of some 
remnants of the other eye, which has been arrested at some stage 
of its development. 

The general form of a Cyclopean eye is that in which the two eyes 
have fused to a greater or less extent; in order that this fusion 
may take place the two optic vesicles must be adjacent and there 
must be a lack of development of the forebrain vesicle. 

In the atypical cases, when there appears to be only one organ, 
there may be complete absence of one primary optic vesicle, that 
is to say there is a true unilateral anophthalmia, but this does 
not explain the presence of a single orbit, and it is probable that 
this is due to a very early fusion, before the formation of the 
primary vesicles. 

In the resulting eye it is impossible to see that fusion has taken 
place, and the formation of a single lens is due to the fact that 
if only one optic vesicle exists only one lens will form; no definite 
portion of ectoderm gives rise to the lens, it is simply formed under 
the influence of the primary vesicle wherever that comes in contact 
with the ectoderm. 

Therefore the formation of a true Cyclopean eye is due to the 
lack of development of the organs which normally separate the 
two eyes and is always accompanied by malformation and lack of 
development of the face. 

E. E. Cass. 


(9) Vogt, A. (Zurich).—The development of senility in the eye. 
(La Sénescence de L’Oeil). Ann. d’Ocul., Vol. CLXXIT, 
p. 106, 1935. 

(9) This is an extremely interesting paper and should be read 
in the original by ophthalmic surgeons anxious to have a reply 
to those who advocate medicinal or other methods of treatment 
of senile cataract. 

Vogt points out that senile lens changes comparable with those 
in man are found by microscopic and slit-lamp examination in 
dogs at the age of 10 to 12 years, in cows at 16 to 20 years and in 
horses at 20 to 25 years. In man (with Barth and Horlacher) he 
had demonstrated the existence of senile lens opacities in 90 per 
cent. of a series of human beings examined with pupils dilated. 

To the question why are not all old people affected with total 
cataract since it is a senile change, the answer is the same as to 
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the question. why do not all old people have grey hair or arcus 
senilis. Pinguecula, atrophy of the pigment margin of the iris, 
senile fragility of the conjunctiva, ectasia of the conjunctival 
vessels, senile opacification of the cornea, excrescences of 
Descemet’s membrane, depigmentation of the epithelium of the 
iris, thinning of the sphincter of the iris, fixity of the pupil, 
degeneration of the vitreous humour, retinal macular degeneration, 
peripheral choroido-retinal degeneration with cystic degeneration 
and reactionary pigment hypertrophy, colloid bodies on Bruch’s 
membrane, circumpapillary atrophy of the choroid, and rigidity of 
the sclerotic fall into the same category. They all depend upon 
some unknown inherent property of the cells of the structure 
affected. Just as in some families the hair becomes grey or falls 
at an unusually early age and neither of these phenomena appears 
in members of other families at an advanced age, so one or more 
of the conditions enumerated are found in some and not in others. 

The author refers to various forms of treatment that have been 
advocated from early times, e.g., physical methods—massage, gal- 
vanisation, faradisation, diathermy and magnetism. He pours 
destructive criticism especially upon the recently-advocated treat- 
ment by a glandular preparation, euphakin (advertised as 
paraphakin in the British Isles), This dissertation is too lengthy 
to summarise and should be read in the original. 


HUMPHREY NEAME. 


(10) Neuschuler (Rome).— Allergic blepharo-conjunctivitis from 
the continued use of cosmetics. (Blefaro-congiuntiviti aller- 
giche da cosmetico). Boll. d’Ocul., August, 1934. 

(10) It is well known that in certain circumstances the eye 
becomes specially sensitive to substances which it may have 
tolerated for a long time; the most notable example is to be found 
in atropine which not infrequently after prolonged use sets up an 
inflammation of the lids which disappears as soon as the use of 
atropine is discontinued, but reappears quickly if at any time the 


drug is again used. 
Neuschuler calls attention to a number of cases in which the 
continued use of some cosmetic to colour the eyelashes, after a 
long time suddenly brought about a similar inflammatory condi- 
tion of the lid which was not allayed until all such use was stopped. 
It is difficult to persuade the sufferer that the real cause is the 
cosmetic which has been used so long, without producing any 
unpleasant effect, and it seldom occurs to her. to mention its use. 
The author’s history illustrates these points very fully. 


Haro_tD GRIMSDALE. 
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(11) Motolese and Jablonski (Florence).—Experimental psycho- 
logy in relation to ophthalmology. (I rapporti fra oculistica 
© psicologia sperimentale). Boll. d'Ocul., March, 1935. 

(11) It is curious that few ophthalmologists have paid any 
attention to psychology, more especially since the tests applied 
for the determination of visual acuity, of colour vision and of 
the extent of the visual fields depend on the examinee’s interpre- 
tation of impulses received by the higher centres of his central 
nervous system ; such functions being generally held to be within 
the province of psychology. 

The old idea that an image was made up as it were by a mosaic 
of points of stimulation, corresponding more or less to the separate 
retinal elements, must, in the light of modern knowledge, be given 
up. The brain interprets the sensation received as a whole and 
not as a sum of the various parts. It will often interpret the same 
picture in different ways. Motolese and Jablonsky give diagrams 
to show this. They formulate several laws of perception: (1) The 
law of proximity. If several points are arranged in a line close 
to one another, the brain interprets them as a line. (2) The law 
of similar form. When groups of two differing shapes are inter- 
pellated one with the other, the brain follows the series of one 
shape. (3) The law of continuity of direction. This is an extension 
of the first law. (4) The law of closure. When two curved lines 
are arranged so as to cut one another to enclose two figures, the 
brain has the impression of two closed figures, not of two curved 
lines. 

The perceived field is a whole; it is not possible to take away 
any part without altering the whole to some extent. The authors 
promise to add further studies on this subject. 


HarROo.LpD GRIMSDALE. 


(12) Tremble, G. E. (Montreal).—A bullet in the orbit. Canadian 
Med. Assoc. Jl., October, 1935. ; 

(12) A boy, aged 14 years, was accidentally shot when playing 
with a 22-calibre rifle. Tremble found that the bullet had entered 
the lower lip just to the right of the mid-line; it had passed up 
obliquely through the hard palate and left antrum into the left 
orbit, where it was located on the floor of the orbit by X-rays. 
The left eye was proptosed with subconjunctival haemorrhage and 
limitation of movement. Diplopia was present. 

Under avertin and light ether anaesthesia the left antrum was 
opened through the canine fossa. It was found to be full of blood 
‘ clot and small particles of lead. These were removed and the 
opening in the floor of the orbit enlarged. Some difficulty was 
experienced in the removal of the bullet, but it was eventually 
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extracted under the fluoroscope. The usual opening between nose 
and antrum was then made and a small gauze drain inserted. 

The after-history was uneventful, the boy made a_ perfect 
recovery. 

An excellent radiographic illustration accompanies the paper. 


R. R. J. 
(13) Mayer, Leo. L. (Chicago),— Light stimuli of minimal 


measured duration as a means of perimetry. Arch. of 
Ophthal., October, 1935. 

(13) In 1988, Mayer, in the course of some experiments on the 
chronaxia of the optic nerve, discovered that there exists a zone 
between 50° and 60° on the horizontal temporal meridian outside 
which there is no perception of a rapid flash of light of duration 
about 1/25,000 second. He has now evolved a perimeter in which 
the target consists of a neon tube which can be lighted for periods 
varying from 1x 10-5 to 4x 10—5 second. The flash covers an 
area equivalent in size to the ordinary 2 mm. test object.. The 
results obtained would seem to justify further use of the device. 
One of its advantages is the elimination of a moving target, in 
consequence of which the patient is able to give a definite state- 
ment as to whether he does or does not see the stimulus. This 
is particularly valuable in hysteria and some examples are given 
in which a tubular field was obtained by the ordinary method of 
examination, whereas a normal one was obtained by the flash 
method. In summing up, the author states that ‘‘defects in the 
field are exaggerated to a degree formerly detectable only by a 
far more painstaking method,” i.e., by examination with a small 
object on the target screen. . 

F. A. W-N. 
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(14) Levine, Joseph (New York).— Use of Coley’s mixed toxins in 
ophthalmology. Arch. of Ophthal., October, 1935. 


(14) Levine has treated several hundred patients with Coley’s 
fluid, and finds it a very-efficient form of foreign protein. The 
fluid is a concentrated extract derived from streptococcus erysipe- 
latis and b. prodigiosus, and keeps well in an ice box. The 
customary dose is 3 minims injected into the deltoid muscle. This 
produces a reaction in about six hours with pyrexia, varying from 
101-103°F., lasting for three to four hours. Occasionally a large 
dose, up to 6 minims, is required, while in children or elderly 
weakened patients it is reduced to 1 minim. An injection may 
be given every third day and repeated as often as necessary. No 
complications have occurred as a result of using Coley’s fluid— 
if the site of injection becomes red and painful, a large, cold wet 
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dressing is applied. Salicylates should not be administered during 
the time the injections are being given as they may prevent the 


pyrexia. ° 
F, A. W-N. 


(15) Siegrist, A. (Berne).—The modes of involvement of the 
cornea in tuberculous iridocyclitis. (Auf welche Weise 
kann bei einer tuberkuldsen Iridocyclitis die Hornhaut in 
Mitleidenshaft gezogen werden?). Klin. Monatsbl. f. Augen- 
heilk., Vol. XCIII, p. 289, 1934. 

(15) Drawing on clinical and histological material, Siegrist 
illustrates four ways in which the cornea becomes involved in 
a tuberculous process affecting the iris and ciliary body: (1) 
Infiltration of the parenchyma overlying k.p. (2) Adhesion of 
thickened parts of iris to the posterior surface of the cornea with 
direct extension. (3) Infiltration of the limbus in conglomerate 
tubercle of the ciliary body. (4) Infiltration of the sclera with 
secondary extension to the cornea in cyclitis. 


ARNOLD SORSBY. 


(16) Szily, A. von (Miinster).—Experiments on inoculation of 
hens and apes with material from sympathetic ophthalmitis 
in man; with remarks on the nature of the causative agent. 
(Uebertragungsversuche mit Material von menschliche 
sympathischer Ophthalmie auf Huhner und Affen nebst 
Bemerkungen ueber die Natur des Erregers). 

Strebel, J.—(Lucerne).—Local and general therapy in sym- 

- pathetic ophthalmitis. (Ueber lokale und allgemeine Therapie 
bei der sympathischen Ophthalmie). Klin. Monatsbl. f. Augen- 
heilk., Vol. XCIII, pp. 145 and 72, respectively, 1934. 

(16) von Szily obtained positive results from the inoculation 
of hens and apes with material obtained from the choroid: of an 
eye excised for sympathetic ophthalmitis. Not only did the inocu- 
lated animals show a characteristic lesion, but this could be 
obtained on further inoculation from one animal into another and 
one species into the other. The lesion consisted of round cell 
infiltration, partly in the nature of true lymph follicles. The lesion 
was not confined to the eye, but spread to the orbit, optic nerve, 
optic tract and the opposite nerve. Even the uveal tissue of the 
other eye showed mild changes of a lymphocytic nature. 

These reactions are suggestive of a virus like that of herpes, but 
the absence of corneal involvement in experiments with the virus 
of sympathetic ophthalmitis, as also of any involvement of the 
central nervous system has to be noted. In the experimental 
animals no change in the nature of the reaction could be obtained 
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by injury to the ciliary body or by intravenous injection of tubercle 
bacilli. 

Strebel, stressing the fact that sympathetic ophthalmitis spreads 
along the optic nerve, reports satisfactory results obtained in three 
cases by energetic treatment of the stump of the optic nerve of 
the excised eye. He attempts rapid disinfection of the stumps by 
means of injections of oxycyanide of mercury, treatment of the 
stump and daily injection into the orbit 1-2c.cm. of 1/1,000solution. 


ARNOLD SORSBY. 


(17) Koyanagi, Y. (Sendai, Japan).—A case of tuberculous pano- 
phthalmitis with special reference to the primary localization 
of the affection. (Ein Fall von tuberkul ser Panophthalmie 
mit besonderer Berucksichtung ihrer primaren Lokalisation). 
Klin. Monatsbl. f. Augenheilk., XCIII, p. 37, 1934. 


(17) Koyanagi reports the occurrence of retinal detachment 
in a woman, aged 32, leading to blindness in six weeks and a 
slowly progressing panophthalmitis, breaking through the sclera. 
The Wassermann reaction was positive. Histologically tubercle 
bacilli were found and pure cultures were obtained. The choroid 
showed typical tuberculous infiltrates and the retina was converted 
into a necrotic mass. The author holds that an acute tuberculous 
choroiditis was the starting point and that the retinal detachment 
and the panophthalmitis were secondary manifestations. 


ARNOLD SoRSBY. 


(18) Pavia, J. L.and Dusseldorf, M. (Buenos Aires).—The strange 
appearance of a haemorrhage in the fundus of the eye and its 
evolution. (Raro aspecto de una hemorragia en el fondo de 
ojo. Suevolucion). Rev. Oto.-Neuro-Oftal. Sud-Amer., Vol. 
IX, p. 255, 1934. 


(18) Pavia and Dusseldorf describe the case of a patient, aged 
53 years, who complained of a ‘‘spot’’ in the left eye, which he 
had noticed for three days. On examination a large haemorrhage 
was found which completely covered the disc. The macula 
appeared to bé.normal, there were two collections of blood about 
6 dioptres in front of the retina, with well defined edges, the 
inferior borders being convex and the superior horizontal. 

They moved from position as the eye moved, and then returned 
to their original site and they gave the impression of being con- 
tained in a sac. There was a thin streak of haemorrhage connecting 
them with the retina externally, and this was connected with the 
haemorrhage in front of the disc. The fundus of the right eye 
showed arterio-sclerosis. The vision of both eyes was 0-25. 
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- Twenty days later the haemorrhage was absorbing well, but the 
pre-retinal sac containing the two collections of blood was the 
same, 

About a month later only a small haemorrhage was present 
above the disc, the sac was less visible, as the haemorrhage in it 
had escaped into the vitreous below and was absorbing. The 
interesting feature of the case was the situation of the haemorrhage. 

The authors quote Soriano’s ‘‘ Pathology of the Vitreous,’’ which 
states that the blood in a pre-retinal haemorrhage, which can only 
come from the retinal vessels, remains fluid for a long time, and 
when the head is moved, the position of the haemorrhage alters, 
showing that the blood occupies a cavity, separated from the 
retina and the vitreous by a membranous sheath. 

The authors suggest that in their case the pre-papillary haemor- 
rhage was situated between the internal limiting membrane and 
the retina, the two small collections of blood were outside the 
limiting membrane and separated from the main haemorrhage. The 
blood in contact with the retina had absorbed more quickly than 
the rest which was contained in the sac, which did not absorb 


until it escaped into the vitreous. ; 
E. E. Cass. 


(19) Herrenschwand, F. von (Innsbruck).—Metaplastic bone for- 
mation in the eye. (Zur metaplastischen Knochenbildung 
in Auge). Zeitschr. f. Augenheilk., Vol. LXXXIV, p. 265, 1934. 


(19) Herrenschwand implanted into the anterior chambers of 
two guinea-pigs pieces of tissue of varying structure. (Molluscum 
contagiosum, the subcutaneous nodules of lupus pernio, Boeck’s 
sarcoid, lichen planus ruber, condylomata acuminata and the 
common wart.) The eyes were observed in vivo as long as possible 
and then examined histologically. It was found that after the 
initial reaction, white masses became organised in the chamber 
and these proved to be fully formed bone. The significance of rise 
in tension and consequent stresses to which the mass in the anterior 
chamber is subjected, are discussed as factors in the metaplasia 


into bone. 
ARNOLD SORSBY. 


(20) Miranda, Garcia A-—Intra-ocular autohaemotherapy in 
tuberculous infections of the anterior segment of the eye. 
(La Autohemotherapia intra-ocular en los _ procesos 
tuberculosos del segmento anterior del ojo). Arch. de Oftal. 
Hisp.-Amer., Vol. IX, p. 349, No, 103, 1934. 

(20) Miranda discusses the aetiology and types of tuberculous 
iritis in detail. 

Experimentally Schieck, found that direct infection of the 
anterior chamber with tubercle resulted in far more extensive 
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destruction of the eye than a biood stream infection and from this 
he concluded that the blood had some particular defensive 
mechanism. The author mentions the experiments and theories 
of other authors on the formation. of anti-bodies in the anterior 
chamber. 

Schieck injected both bovine and human tubercle bacilli into the 
anterior chamber. The bovine tubercle caused by far the more 
extensive destruction of the eye. Injection of the tubercle bacillus 
into the blood stream gave rise to a disseminated choroiditis and 
only rarely was irido-cyclitis produced, and that later than the 
choroiditis. 

Two cases, which had had human tubercle injected into the 
anterior chamber, at a later date had an intravenous injection of 
the same culture. Both developed a typical choroiditis and a 
recurrence of the irido-cyclitis. In all cases repeated complement 
fixation tests were performed on the blood and the aqueous—only 
in those cases of intra-ocular injection with very violent reaction 
were anti-bodies: present in the anterior chamber and they were in 
too small a quantity to give a positive reaction. In all cases in 
which the tubercle was given intravenously the reaction was 
positive in the blood and negative in the anterior chamber. 

Richon says that he found injections of blood into the anterior 
chamber resulted in hypertension, excessive irritation, and even 
in some cases destruction of the eye. Defibrinated blood did not 
give such severe reactions. The author did not find this in his 
experiments. He gives the history of a large number of cases 
where the inflammation diminished and where the vision 
marvellously improved with the injection of blood into the anterior 
chamber. In most cases one injection only was given. In one 
case as many as four. He never noticed any increased tension. 

The author mentions the work of Loewenstein on the existence 
of tubercle bacilli in the circulating blood and of Professor Meller on 
the finding of the tubercle bacillus in sympathetic ophthalmitis, He 
suggests that the good results he has obtained, rather negative 
the theories of these two authors. His technique is as follows :— 
he uses a small hypodermic syringe and punctures the cornea at 
the limbus on the temporal side, and then removes the syringe 
from the needle. He takes 1 c. c. of the patient’s own blood and 
injects sufficient blood (about 0-1 c. c.) into the anterior chamber 
to cover the iris and the pupil. His method has been criticized, 
- as there is a danger of injury to the lens. The cornea can be 
punctured with a needle, and then a blunt hollow needle can be 
used to introduce the blood. 

E. E. Cass. 
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BOOK NOTICES 


Parinaud’s Conjunctivitis. Tularaemia Oculoglandularis. By 
F. v.. Herrenschwand (Innsbruck). Abhandlungen aus der 
Augenheilkunde und ihren .Grenzgebieten, Vol XIX, 1935. 
Price, R.M. 3. 

v. Herrenschwand in this excellent monograph discusses the 
aetiology of Parinaud’s conjunctivitis. He draws attention to the 
exact description of the disease given by Parinaud in order toexclude 
various conditions which have led to confusion in diagnosis. 

The original case which gave v. Herrenschwand the material 
for his investigations was an Austrian soldier, who acquired the 
disease while living in a ruined Italian barracks in 1917, who 
was transferred to the eye clinic in Innsbruck. From the material 
thus obtained an elaborate series of cultural and animal experi- 
ments were made. In the course of these experiments, v. Herren- 
schwand himself acquired an infection of his mouth and Bayer 
(his assistant) an infection in one eye. These accidents proved 
that the material which was being used for the animal experiments 
could produce conjunctivitis of the Parinaud type with its 
attendant generalised infection in the human subject. 

As a result of these cultures and experiments, v. Herrenschwand 
came to the conclusion that the causal organism was the bacterium 
tularense, which had been first described by McCoy and Chapin 
in 1912 as the cause of a highly fatal epidemic disease of ground 
squirrels in the county of Tulare, in California, which since 
then has been found to occur very widely, if sporadically, in 
many parts of the world. 

The disease attacks rodents, and man is infected from this source. 
Parinaud pointed out that the people who are most frequently 
attacked are those having to deal with animals, and he suspected 
domestic cattle, but it would appear that the real source is the 
rodents which are always found in stables, etc. 

It is satisfactory to have the cause of this peculiar form of oculo- 
glandular disease definitely determined. 








CORRESPONDENCE 


To the Editors of THE BRITISH JOURNAL OF OPHTHALMOLOGY. 

S1rs,—I notice in the current issue of the Brit. Jl. of Ophthal., 
a paper by Dr. van Heuven on the localization of the retinal hole 
by transillumination of the globe. 
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I should like to point out that this method was tried by me well 
over a year ago, and the transilluminator that I designed for the 
purpose was shown at the Ophthalmological Congress in April, 
1935, when, I stated that although the idea appeared excellent in 
theory it was a complete and dismal failure in practice. I was led 
to make this remark for the following reasons: firstly, in one case, 
and one case only, did the hole show up by transillumination ; 
secondly, in most cases when the transilluminator was in position it 
was found impossible to observe the retina through the pupil with 
an ophthalmoscope owing to lack of space. 

I am very interested to read of the method of illumination used 
by Dr. van Heuven. In my instrment a 3-volt cystoscope lamp 
placed behind a solid cone of. glass with a lens nearest the lamp was 
used ; a right angle was bent in the cone, the surfaces of which were 
mirrored. By this means we eliminated as much loss of light as 
possible, although we found extreme difficulty in avoiding total 
reflection. The cone eventually used, and which I notice is advertised 
by Messrs. Hamblin in your January issue, was the result of many 
tried, and produced an intense spot of light at its apex, but the 
diffusion due to the light passing through the tissues destroyed its 
efficiency in locating the hole. As a transilluminator for ordinary 
purposes, i.e., the transillumination of the globe in cases of 
suspected neoplasm and for demonstrating atrophic holes in the 
iris it is quite satisfactory. 


Yours faithfully, 


T. COLLYER SUMMERS. 
LONDON, 
January 3, 1936 
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A. S. PERCIVAL 


WE record, with great regret, the death of Mr. Percival which 
occurred at his home, Shenley, Woking, on December 22, 1935. 

Born in 1862, Archibald Stanley Percival was the son of the late 
Mr. Stanley Percival, of Woking. He was educated at Repton 
(1876-1880) and Trinity College, Cambridge, where he took his 
B.A. with 1st class honours in the Natural Sciences Tripos in 1884. 
He proceeded to his M.A. in 1888. 

In 1884 he entered St. George’s Hospital for his ‘clinical work. 
He qualified M.R.C.S. in 1886, and took the M.B., B.Ch., Cantab., 
in 1888. 
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Percival’s year at St. George’s contained a large entry and he was 
not lucky enough to be elected to house office at his mother hospital. 
Instead he became house physician to the Hospital for Consumption, 
Brompton, and later, house surgeon to the Royal Westminster 
Ophthalmic Hospital. It was doubtless his experience here that 
led him to take up ophthalmology as his life’s work. He settled at 
Newcastle-upon-Tyne and was elected ophthalmic surgeon to the 
City Hospital and to the Children’s Hospital. In Newcastle he 
remained until he retired to his native place in 1928, 

Percival was on the staff of and ultimately became senior surgeon 
to the Northumberland and Durham Eye Infirmary. During the 
War he served as ophthalmic surgeon to the Northern War Hospital. 
Practising, as he did, in a mining centre it was natural that he 
should have become an authority on miners’ nystagmus. He held 
strong views on the dangers of in-breeding among the population of 
pit villages as being largely responsible for the condition of miners’ 
nystagmus and was inclined to advocate measures which unfor- 
tunately were impracticable, as a cure. 

From his school days Percival's mind gave evidence of a strong 
mathematical bent and his chief enjoyment in life was higher 
mathematics. Most of his ophthalmological writings thus dealt 
with the optical side of his specialty, and in this respect he held 
an unrivalled-place among clinicians in this country. The writer 
remembers a short paper of his read many years ago at the 
Ophthalmological Society in which after having chalked on the 
black-board a formidable equation, he rather pathetically announced 
that he had been warned by the secretary to keep off higher 
mathematics ! 

Percival was a good friend to this journal for we referred optical 
matters to him, both while he was our representative for Newcastle 
on the General Editorial Committee, and after his retirement ; and 
we relied very largely on his judgment. He contributed numerous 
papers to our pages, on bifocal lenses, decentred lenses, prisms and 
other optical problems. His manuscript was not always easy to 
read and it became our custom always to send him a page revise 
proof in case any extra corrections were needed. 

In 1899 he brought out a manual for students, entitled, ‘‘Optics.”’ 
This, though nominally addressed to students, was far above the 
mental capacity of the average medical student, and was really 
a higher mathematical treatise. He also wrote a book on 
‘Geometrical Optics,’ and on the Prescribing of Spectacles 
and Practical Integration. 

Though he disclaimed any profound knowledge of the classics 
Percival read Greek with facility and he sent us for publication some 
years ago a delightful Greek epigram on an ophthalmic surgeon. 
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‘FRANK CRAWLEY, F.R.C.S.I. 


WE regret to record the sudden death in Dublin on December 15, 
1935, of Mr. Crawley. Born in Dublin in 1871, he was the son 
of the late W. J. Chetwode Crawley, LL.D., D.C.L. After pre- 
liminary education in Ireland he entered Shrewsbury Schooi in 
1886, where he was in School House under Moss. He left in the 
next year for Caius College, Cambridge, and took his B.A. in 
1892. Crawley qualified M.B., B.Ch. at Dublin in 1896, and 
later took the M.D., becoming F.R.C.S.I. in 1900. After post- 
graduate study in Berlin and Vienna he returned to Dublin and 
was elected surgeon to the Royal Victoria Eye and Ear Hospital. 
Later he became ophthalmic surgeon to the City of Dublin 
Hospital, and consulting ophthalmic surgeon at the Rotunda. 

Crawley served as President of the Royal College of Surgeons 
in Ireland from 1932-1934, and he was president of the section 
of ophthalmology of the British Medical Association at the Dublin 
meeting three years ago. He became a member of the Ophthal- 
mological Society of the United Kingdom in 1901, and contributed 
a large number of papers to its Transactions. These were nearly 
all of purely clinical character and cover a wide field, as befitted 
a first-class ophthalmic surgeon, whose reputation, both in his 
own island and in Great Britain, was deservedly high. 

His death is a severe blow to British ophthalmology. 


PROFESSOR RICHARD DEUTSCHMANN 


WE regret to record the death of this veteran German ophthal- 
mologist on November 138, 1935, at the great age of 83 years. 
The following appreciation is epitomised from an account kindly 
furnished by Professor W. Gilbert, of Hamburg, to whom we are 
greatly indebted. 

Notwithstanding severe bodily suffering, Dr. Deutschmann was 
at work until a few days before his death. He was born in 1852 
in Silesia and began the study of ophthalmology at G6ottingen 
as a pupil of Leber. After further study in London and Paris 
he settled in Hamburg and quickly made a great reputation 
both on the Continent and in this country as a sound ophthal- 
mologist. Much of his early published work was on the subject 
of sympathetic ophthalmitis, and he was honoured by the German 
Ophthalmological Society in 1889 when he received the Graefe 
prize for his essay. 

It is interesting to recall that Deutschmann was among the 
first to refuse to believe that retinal detachment was an incurable 
disease. At a time when almost every other ophthalmic surgeon 
considered retinal detachment a hopeless condition, Deutschmann 
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pursued his work, devising operations for transfixing the retina 
as well as more chemical methods, such as cauterising the sclerotic 
with tincture of iodine, and later by carbon dioxide snow. Dr. 
Gilbert speaks enthusiastically of the results obtained by Deut- 
schmann. He says :— 

‘‘ His view differed from that held by many to-day in that he 
regarded holes in the retina as usually secondary, and hence he 
thought that rupture of the retina was a reparative process.’’ 

A few weeks before he died he returned to the question of 
retinal detachment in a paper in Zeitsch. f. Augenheilk., Vol. 
LXXXVII, insisting that only after many years of observation 
and experience would it be possible to determine which of the 
various methods of treatment employed to-day will give the best 
results. 

Among other therapeutic measures which interested him was non- 
specific protein therapy. For many years he edited the Beit. zur 
Augenheilk., a journal which he originated. 





— 





NOTES 


In the New Year’s Honours List we are 

Honour pleased to see the name of Lieut.-Colonel 

A. M. Dick, O.B.E., F.R.C.S., I.M.S., Pro- 

fessor of Ophthalmology at King Edward’s Medical College, Lahore, 
who receives the C.B.E. 


FUTURE ARRANGEMENTS 


1936 


February 4.—Midland Ophthalmological Society, at Stoke (Royal 
Infirmary). 

February 7.—North of England Ophthalmological Society, at 
Newcastle-on-Tyne. 

February 14.—Royal Society of Medicine, Section of Ophthalmology. 

March 6.—North of England Ophthalmological Society, at 
Liverpool. 

March 12.—Royal London Ophthalmic Hospital, Annual Dinner. 

March 13.—Royal Society of Medicine, Section of Ophthalmology 
(Clinical Meeting). 

March 27.—North of England Ophthalmological Society, at 
Sheffield. 
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April 2-4.—Ophthalmological Society of the United Kingdom 
(Annual Congress), in London. 

April 3.—Midland Ophthalmological Society, at Nottingham Eye 
Infirmary. 

May 22.—Midland Ophthalmological Society, at Addenbroke’s 
Hospital, Cambridge. 

June 12.—Royal Society of Medicine, Section of Ophthalmology 
(Annual Meeting). 

October 6.—Midland Ophthalmological Society, at Birmingham 
Eye Hospital. 

December 1.—Midland Ophthalmological Society, at Birmingham 
Eye Hospital. 








CONTEMPORARY OPHTHALMIC LITERATURE 


American Journal of Ophthalmology. December, 1935. 


HALE. The relation of vitamin A to anophthalmos in pigs. 

KLUEVER. Streptococcal pseudomembranous conjunctivitis. 

JAMES. The lysozyme content of tears. 

KHOoRAZzO and THompson. The bacterial flora of the normal conjunctiva. 

RISER. Dacryostenosis in children. 

CopE and Essex. The mechanism of experimental exophthaimos. 

BECKH. Syphilis and primary glaucoma. 

ZENTMAYER. Voluntary control of accommodation. 

O’Connor. The recession operation—a criticism. 

GOWEN. The dissociative influence of the normal rabbit conjunctiva on beta- 
haemolytic streptococci. 


Archives d’Ophtalmologie. December, 1935. 
APPELMANS. Encephalo-trigeminal angiomatosis. 
MicHAiL. Haemorrhagic orbital cyst. 


DEJEAN. Secondary intra-ocular gliosis. 
FRANGOIS. Research on the Koch bacillus and tuberculous virus in trachoma. 


Revue d’Oto-Neuro-Oftalmologie. November, 1935. 


ALAJOUANINE and THUREL. Local sympathetico-therapy. 

COLLET. The Joue Morte phenomenon in Méniére’s vertigo. 

AUBARET and JAYLE. Considerations on the object and interest of experimental 
vestibular examination in ophthalmology. 


Revue d’Optique. November, 1935. 
COLANGE. Study on accommodation. 
LECOMPTE and PERRICHET. Rotatory dispersion in the ultra-violet of camphor 


in solution in different acids. 
LaTARJET. The influence of the variations of the atmospheric ozone on the 


biological activity of the sun’s rays. 


Klinische Monatsblatter fiir Augenheilkunde. November, 1935. 
HILPERT. Helpful methods for the diagnosis of brain tumours. 
GrRUTER. Experience with short wave treatment for ulcus serpens corneae and 


s for herpetic disease of the eyes. 
MULLER and RINTELEN. What is the relation between haemolytic icterus and 


the occurrence of persistent pupillary membrane? 
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ARRUGA. Cure of epiphora by early and quick extraction of the lacrymal sac. 

NOWKIRISCHKY. A case of febrile uveo-parotitis. 

OrTH. Choroidal and optic nerve metastases of carcinoma of the breast. 

VANNaAS. Cycloscopic examination of the suppression of the ciliary body after 
Heinshen's operation. 

KaRASEK, Retro-bulbar neuritis, retinal detachment and abducens paralysis as 
the initial symptoms of a posterior scleritis. 

AMMANN. Lupus erythematodes corneae. 

Horay. Bilateral retinal detachment from episcleritis with spontaneous cure. 
Haradasche’s disease ? 

CHARAMIS. The treatment of trachoma with bee venom. 


Annali di Ottalmologia e Clinica Oculistica. October, 1935. 


ScCULLICA. Avitaminosis and the xerophthalmic syndrome. 
Rossi and Moccui. Observations on the nerves of the ciliary body and the iris. 
MILorRO. The action of doryl in the cure of glaucoma. 


Bollettino d’Oculistica.. November, 1935. 


GRANDI. Clinico-statistical considerations on strabismic amblyopia. 

ANASTASI. The anaesthetic power of the hydro-chlorate of cocaine in relation to 
the hydrogenic concentration of the solution. 

C1ioToLa. The probable presence of the elements of the reticulo- endothelial 
system in the: parenchyma, of the cornea. 

TRISTAINO. Post-traumatic cysts of the anterior-chamber. 

Tita. Contribution to the pathology of the plica semilunaris. 


Rassegna Italiana d’Ottalmologia. July-August, 1935. 


ALAjMO and RuBINO. Endocrine cataract. 

BELLAVIA. Perithelioma of the palpebral conjunctiva. 

FONTANA. The action of phenol on the eye. 

VITTADINI. Two cases of distal traumatic paralysis of a motor muscle of the eye. 

Busacca. Pigmented tumours of the lacrimal caruncle. 

Farina. Monocular relapsing neuro-angiopathic syndrome. 

BALDINO. Perfecting corneal sutures. 

D'OsvaLpo. Retinal tonoscopy. 

ZaPPALA. Anti-virus therapy in ophthalmology. 

Simon. The rapidity of absorption of chemicals put into the conjunctival sac 
according to the osmotic pressure of the free solution. 


Archivos de Oftalmologia. December, 1935. 


ALVAREZ and Rivas. Fuchs’ sign in myopia. 
ARRUGA. Which is the most opportune moment to operate for cataract ? 
CasTROVIEJO. A new case of ligneous conjunctivitis. 


Revista Oto-Neuro-Oftalmologica y de Cirugia Neurologica. 
December, 1935. 
Victoria and Pavia. Is it possible to diagnose early hereditary cerebellar ataxia 


from ocular disturbances ?. 
ALVARO. Scleral syphiloma. 


Revista Oto-Neuro-Oftalmologica e Radio-Neuro Chirurgica. 
September-October, 1935. 


FILIPPI-GABARDI. Contribution to the study of cortical blindness. 
DuRANDO. Retro-bulbar optic neuritis from sinusitis and accommodative asthenopia. 





